Vermont Statewide
Emergency Medical Services

Protocols

FIRST RESPONBDER

2023

EMERGENCY:
MEDICAL TECHNICIAN

o
% &
G L
5 &

Z
o, &

MEDICAL

MEDICAL TECHNICIAN

o

% &
¢ L
S &
o, &

MEDICAL

VERMONT

DEPARTMENT OF HEALTH




Vermont Department of Health

Office of Public Health Preparedness and Emergency Medical Services

Vermont Statewide EMS Protocols T 2 0 2(r&places 2020 version)

Legend Definition

Emergency Medical Technician (EMT)

Advanced Emergency Medical Technician (AEMT)

E
A
l Paramedic
X
’r
@

Extended Care Protocol

CAUTION i Red Flag topic

Contact Medical Direction

Blue underline i text formatted as a hyperlink

These protocols are a fliving documentodeveloped and drafted by the Protocol Workgroup of
Vermont Emergency Medical Services.

These 2023 Vermont Statewide EMS Protocols were reviewed, edited, and approved of by all of
Vermont's District Medical Advisors and other stakeholders. Any deviation from these protocols
must be approved in writing by the Vermont EMS Office.

Please Note: For visual clarity, trademark and registered symbols have not been included with
drug, product, or equipment names.

Questions and comments should be directed to:

Vermont Department of Health

Division of Emergency Preparedness, Response
& Injury Prevention

Post Office Box 70

Burlington, VT 05402

(802) 863-7310

(800) 244-0911 (in VT)

viems@vermont.gov

This document may not be amended or altered; however, it may be reproduced and distributed.

DISCLAIMER: Although the authors of this document have made great efforts to ensure that all
the information is accurate, there may be errors. The authors cannot be held responsible for any
such errors. For the latest corrections to these protocols, see the Vermont EMS website at:
http://www.vermontems.org
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Preface

We welcome you to the 2023 Statewide Vermont EMS protocols. These protocols represent the
work of many people across the state and the continued evolution of prehospital medicine in
Vermont. In this process, these protocols have been reviewed by and specific feedback has been
received and incorporated from:

Members of the Protocol Workgroup

All 13 physicians who serve as District Medical Advisors

Department of Mental Health

Department of Children and Families

Vermont State Police

Office of the Chief Medical Examiner

Howard Center

Disability Rights Vermont

Vermont Ethics Network

Vermont Stroke Task Force

Vermont American Heart Association

Northern New England Poison Control

Over 80 other EMS providers, agencies, and districts

The Vermont Department of Health Division of Emergency Preparedness, Response and Injury
Prevention has attempted to ensure that all information in these protocols is accurate and in
accordance with the best medical evidence available and relevant professional guidelines as
commonly practiced at the time of publication. Use of these protocols is intended for Vermont
licensed EMS organizations and their affiliated licensed personnel functioning under Medical
Direction. EMS District Medical Advisors may restrict but not expand the scope of practice at each
level as outlined in these protocols. On occasion, drug shortages may require substitutions as
communicated by the State EMS Medical Director. Vermont EMS personnel, instructors, and
organizations are free to reproduce this document in whole or in part for educational, QA/QI, field
guidance, or similar purposes.

We continually scan for errors of all types (medication dosing, spelling, grammar, or punctuation),
clarify wording that may be confusing, incorporate feedback from EMS providers, and monitor
medical literature to keep abreast of current EMS practice. Please contact the EMS office with any
suggestions for future revisions or corrections at vtems@vermont.gov

All licensed providers functioning within the Vermont EMS system are required to be familiar with
the contents of this document pertinent to their level of training and licensure. Updates to these
protocols prior to the next full revision will be posted on the Vermont EMS website and sent via
email to all agency heads, district chairs, and district medical advisors. Agency heads are
responsible for assuring that any updates are provided to their affiliated personnel and any
required training and credentialing occurs. Any updates will also be sent to all licensed EMS
providers that have provided Vermont EMS with a valid email address and are on the Vermont
EMS listserv. Contact the office to add your email address to this listserv if you do not already
receive periodic updates.

When using an electronic version of this document, you will find hyperlinks to each referenced
protocol.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standagbs
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Preface

IMPORTANT CLARIFICATIONS AND EXPLANATIONS

Protocol Implementation

These protocols are written for the National EMS Scope of Practice Model levels: EMR, EMT,
AEMT, Paramedic, and for the Vermont Emergency First Responder (VEFR) certification. When an
entire agency has completed training on these protocols, they may begin to use these new
protocols. Appendix 4 contains the scope of practice matrix.

VEFR Scope of Practice

For the Vermont Emergency First Responder (VEFR) certification, the scope of practice is based
upon the American Heart Association HeartSaver First Aid, CPR & AED course. The primary focus
of the Vermont Emergency First Responder is to initiate immediate lifesaving care to critical
patients. This individual possesses the basic knowledge and skills necessary to provide lifesaving
interventions while awaiting additional EMS response and to assist higher level personnel at the
scene and during transport. Vermont Emergency First Responders function as part of a
comprehensive EMS response, under medical oversight. Vermont Emergency First Responders
perform basic interventions with minimal equipment.

The skills and interventions of the VEFR scope of practice are described in the VEFR Routine
Patient Care section of this document.

EMR Scope of Practice
The skills and interventions of the EMR scope of practice are described in the EMR Routine Patient
Care section of this document.

Protocol Labeling

Protocols that are labeled #.A or #.P indicate the adult and pediatric versions of that protocol when
appropriate. If no designation is listed and it is not obvious (such as newborn resuscitation), the
protocol applies to both adult and pediatric patients.

Standing Orders Are Cumulative

Standing orders are those orders that may be carried out by an EMS provider i at their discretion i
without the need for on-line Medical Direction. However, EMS providers at any level of training are
encouraged to contact on-line Medical Direction in cases where they believe treatment beyond
standing orders is warranted, cases where there is uncertainty regarding treatment or in cases
involving medicolegal or jurisdictional issues.

The standing orders for AEMTs and Paramedics inherently include the standing orders of the lower
levels. The sequence of standing orders as they appear in these protocols is not necessarily the
order in which they might be executed by a provider.

Calling for Advanced Life Support

Throughout the protocols, in any case where an AEMT or Paramedic can provide interventions
beyond those of an EMT, the protocol indicates, fiCall for paramedic intercept, if available. If
paramedic intercept is not available, call for AEMT intercept, if available.0When the protocol says
call for Paramedic or AEMT intercept, it means consider obtaining an intercept based upon the

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaé S
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Preface

clinical situation and availability. The intent of this statement is to indicate those clinical situations
where a paramedic can provide assessment and interventions beyond those of an AEMT and
those situations where an AEMT can provide assessment and interventions beyond those of an
EMT. Nothing in these protocols should be interpreted as requiring paramedic level care on certain
calls or statewide. When paramedic care is available in the system that has been established
locally whether through that agency® own personnel or through mutual aid or intercept agreement,
the protocols indicate which clinical situations should receive that level of care. The same principle
applies to the statement of when to call for an AEMT.

Transfer of Care

When transferring care of a patient, an on-duty EMS provider must ensure the receiving caregiver
is licensed at an equal or higher level unless the patient& condition and reasonably anticipated
complications can be effectively managed by a lower level provider& scope of practice. For
example, a paramedic who is a member of a first responder agency may transfer care of a patient
with an uncomplicated ankle injury to an EMT for transport. On the other hand, a patient who
receives interventions at a higher level on the scene shall only have care transferred to the same
or higher level provider.

Example 1: A Paramedic with a first responder agency treats a patient with an uncomplicated
broken toe, but does not administer any narcotic analgesia or provide other paramedic-level
interventions beyond assessment. There is no reasonable expectation that the patient may
need advanced interventions during transport. Care may be transferred to an AEMT- or EMT-
level crew on the ambulance service which responds.

Example 2: An AEMT that is off-duty and outside of their normal response area assists as a
bystander on a patient that has a seizure. Since this provider is off-duty and does not carry
medications or other devices which require a physician order on their person, they have
provided no AEMT-level care to the patient beyond assessment. The care of this patient may
be transferred to the EMT-level crew that is responsible for the jurisdiction.

Example 3: An AEMT that responds with a first-responder agency arrives on the scene of a
cardiac arrest and begins treatment including starting an IV or 0. The ambulance service that
responds has EMT-level providers. Care may not be transferred to the EMT crew. The AEMT
or higher provider must transport with the patient to the hospital.

Requests for Out-of-Scope Procedures

Please note that while Medical Direction may have some variation from facility to facility, on-line
Medical Direction may not direct providers to practice outside their scope of practice. Likewise,
providers should not ask to perform procedures outside their scope of practice as defined within
these protocols. Providers that perform a procedure outside their scope of practice risk the loss of
their EMS licensure.

Medication and Equipment Options

Multiple medications are sometimes listed within a protocol and multiple options for some medical
equipment are provided (eg. LMA, i-gel, King-LT, different types of Intraosseous devices, etc.).
This is intended to provide Medical Direction and agencies with options for treatment and help deal
with inevitable medication shortages. This should not be interpreted as

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaégi
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Preface

Medication and Equipment Options (continued)

requiring agencies to stock all of the medications or devices listed in a given classification. As an
example, agencies may choose to stock only one benzodiazepine or may choose to stock multiple
options. When a medication becomes unavailable to an agency and there is no alternative listed in
these protocols, the agency head or designee should contact the Vermont EMS office in a timely
fashion. The state Medical Director will work with the agency, hospital, and other parties to identify
and approve appropriate alternatives and any training that may be required for a medication not
usually listed or approved.

Extended Care Protocols

Throughout the document you will find sections in relevant protocols identified with an AXoin blue.
These are intended to be used in remote settings where transport will be significantly delayed or
impossible due to wilderness or disaster settings. These are not intended for transports of normal
travel distance and time.

Incident Command
Incident command will be structured in accordance with the Incident Command System (ICS) of
the National Incident Management System (NIMS).

Off-Duty EMS Personnel

These protocols apply statewide. EMS providers that are bystanders when off duty outside the
normal response area of their affiliated agency should provide BLS care and notify 911. Once the
agency with jurisdiction arrives, care should be transferred.

On-Duty EMS Crews Outside of Normal Response Area
These protocols apply statewide and therefore cover mutual aid responses as well as incidental
patient contact regardless of where in Vermont it occurs.

Example 1. ABC Rescue squad comes across a car crash while returning to their station after
transporting to a hospital that is in a different EMS district. ABC Rescue follows these
statewide protocaols.

Example 2: XYZ Fire/Rescue is called to provide mutual aid into a different EMS district on a
mass-casualty call. XYZ Fire/Rescue follows these statewide protocols.

Protocol Determination Regarding State Borders
Ambulance services that are licensed in Vermont and a bordering state shall follow the protocols of
the state where patient contact is made, regardless of the destination.

Ambulance services that are licensed in Vermont only shall follow these Vermont protocols at all
times.

Continuous Quality Improvement

Quality improvement permeates every aspect of our livesé we strive for a better outcome with
each decision. The Vermont Statewide EMS Protocols are no different. With each edition, we
endeavor to make them better than they were before, knowing that we will improve and refine
them in the future as evidence, experience and technology dictate.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaréjg
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Preface

The Vermont Department of Health wishes to thank the entire Vermont EMS community for its
involvement in updating the Vermont Statewide EMS Protocols. The continued quality of this
document comes from your thoughtful suggestions and feedback.

We would like to thank the members of the Protocol Workgroup, who made an outstanding
contribution to the development of these protocols. These are truly your protocols.

Thank you to Donna Jacobs for the countless hours editing the protocol document.

We would also like to thank New Hampshire Bureau of EMS for providing an excellent model for
these protocols.

Be safe,

Dan Batsie, NRP
Director

Will Moran, NRP
Emergency Medical Services Chief

Bambi Dame
EMS Training Administrator

Daniel Wolfson, MD
Statewide Emergency Medical Services Medical Director

Jamie Benson
Emergency Medical Services Intern

Division of Emergency Preparedness, Response and Injury Prevention
Vermont Department of Health

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standar%ﬁ
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Routine Patient Care
VEFR

RESPOND TO SCENE IN A SAFE MANNER

1 Review dispatch information.

9 Use lights and sirens when responding, as appropriate per emergency medical dispatch information and
local guidelines. (See Safe Response and Transportation Guidelines 8.18.)

1 Use Incident Command System (ICS) for all responses and scene management.

SCENE ARRIVAL AND SIZE-UP

i Standard precautions, scene safety, environmental hazards assessment, number of patients, need for
additional resources, and bystander safety.

9 cCall for additional resources and update responding units on scene assessment.

PATIENT APPROACH
Determine mechanism of injury / nature of illness.
If patient is in cardiac arrest refer to the Cardiac Arrest Protocol -- Adult 3.2A or Cardiac Arrest Protocol -
Pediatric 3.2P.
Establish responsiveness.

Determine if DNR/COLST protocol applies. See Do Not Resuscitate (DNR) & Clinical Orders (COLST)
8.7.

AIRWAY AND BREATHING
9 Assesses if patient is breathing.

9 Perform Heimlich if patient is choking on a foreign-body obstruction and unable to cough or speak. See
Foreign-Body Obstruction Procedure 5.6.

CIRCULATION ASSESSMENT
9 Assess patient& circulation including pulse.
9 Control serious bleeding using direct pressure, pressure bandages, tourniquets, or hemostatic

9 bandages. See Tourniquet & Hemostatic Agent Procedure i Adult & Pediatric 6.6.

DISABILITY ASSESSMENT
9 Assess level of consciousness appropriate for age.
9 Provide manual spinal stabilization if patient has a mechanism of injury that could cause a spinal injury.

SECONDARY/FOCUSED ASSESSMENT AND TREATMENT

9 Dress and bandage lacerations and abrasions.

9 Maintain normal body temperature.

9 Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or your ability
to maintain the patient® airway.

9 Assess for signs of stroke.

CIRCUMSTANCES NOT COVERED UNDER STATEWIDE EMS PROTOCOLS

9 Itis impossible to write a protocol for every potential situation. In rare instances where the patient& best
interests may not be specifically addressed in a protocol, contact on-line Medical Direction.

9 Please note that while Medical Direction can have some variation from facility to facility, on-line Medical
Direction may not direct providers to practice outside their scope of practice, and likewise, providers
should not ask to perform procedures outside their scope of practice as defined within these protocols.

VEFR SCOPE OF PRACTICE
It is understood that Vermont Emergency First Responders will function up to their scope of practice outlined
by the American Heart Association guidelines for Heartsaver First Aid, CPR & AED.
9 Airway Management i Adult & Pediatric (See Airway Management Protocol -- Adult 5.1A or Airway
Management Protocol i Pediatric 5.1P.)
O Naloxone Intranasal.
O Assist with Patients MDI.
Cardiac Management i Adult & Pediatric (See Cardiac Arrest Protocol i Adult 3.2A or Cardiac
Arrest Protocol i Pediatric 3.2P.)
0 CPR1 Cardiopulmonary Resuscitation.
0 Defibrillation 1 AED.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standardzs
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 023




Routine Patient Care
VEFR

VEFR SCOPE OF PRACTICE (CONTINUED)

9 Other Skills
Anaphylaxis: May assist patient with use of patient& own epinephrine auto injector.
Burn Care (See Burns/Electrocution/Lightning Protocol i Adult & Pediatric 4.0.)
Cold / Hot Pack (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)
Hypoglycemia: May assist patient with sugary drink, 2 tablespoons of maple syrup, or candy.
Extremity Hemorrhage (See Tourniguet & Hemostatic Agent Procedure i Adult & Pediatric
6.6.)
Splinting (manual and simple) (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)
Wound Care (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)

Signs and Symptoms of Pediatric Respiratory Distress or Fallure
Pediatric Respiratory Distress Pediatric Respiratory Failure
Halimarks of respiratory failure are respiratory rate less than

.

Abbl:)mamu;lademauoxygenaﬁonbywngem 20 breaths per e for chi <6 ki M

S mnr-u o ) 12 breaths per minute for children <16 years old; and >60
® Symp include inc d respiratory rate, sniffing breaths per minutes for any child; cyanosis, marked tachy-

position, nasal flaring. abnormal breath sounds, head cardia or bradycardia, poor peripheral perfusion, decreased

bobbing, intercostal retractions, mild tachycardia. muscle tone, mottling, and depressed mental status.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standardzs
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 023




Routine Patient Care
EMR

RESPOND TO SCENE IN A SAFE MANNER

T Review dispatch information.

I Use lights and sirens when responding, as appropriate per emergency medical dispatch information and
local guidelines. (See Safe Response and Transportation Guidelines 8.18.)

I Use Incident Command System (ICS) for all responses and scene management.

SCENE ARRIVAL AND SIZE-UP
Standard precautions, scene safety, environmental hazards assessment, number of patients, need for
additional resources, and bystander safety.
Initiate Mass Casualty Incident procedures as necessary.
Call for Paramedic intercept, if available, for patients with unstable vital signs, respiratory distress or
othelr Iti)ﬁe—threatening conditions. If Paramedic intercept is not available, call for AEMT intercept, if
available.

PATIENT APPROACH
Determine mechanism of injury / nature of iliness.
If patient is in cardiac arrest refer to the Cardiac Arrest Protocol -- Adult 3.2A or Cardiac Arrest Protocol
- Pediatric 3.2P.
Determine if pediatric protocols apply. fPediatric Patientdis defined as a child who fits on a length-based
resuscitation tape up to 36 kg (79 Ibs) or 145 cm (57 in). Vermont EMS strongly encourages the use of
a pediatric reference system when treating pediatric patients. Agencies should adopt and train with a
system that uses weight, length, or age to identify normal ranges of vital signs and appropriate
equipment sizes. The system should also identify pediatric medication doses by volume and minimize
the need for medication math.
Establish responsiveness.
General Impression.

Appearance Work of Breathing  Circulation to Skin
- Awake, speaking, eye
Appearance i 8 OpenLnn;Jr,e :;1gict)::11tsei\c/iélimp,

0
Muscle tone, Airway sounds, body
interactiveness, position, head bobbing,
consolability, gaze/look, chest wall retractions,
speech/cry nasal flaring, grunting

I Determine if DNR/COLST protocol applies (Do Not Resuscitate (DNR) & Clinical Orders (COLST) 8.7).

Labored, noisy, fast, Pink, flushed, pale,
slow, equal chest rise ashen, cyanosis

Circulation to skin Pediatric Pallor, mottling, cyanosis

AIRWAY AND BREATHING

T Airway

9 Assess breathing: rate, effort, tidal volume, and breath sounds.
0 If breathing is inadequate, ventilate with 100% oxygen using bag-valve-mask.
0 Administer oxygen to address signs of hypoxia.
0 Assess lung sounds and chest.

CIRCULATION ASSESSMENT

9 Assess patient circulation including pulse, skin signs and capillary refill time.

9 Control serious bleeding using direct pressure, pressure bandages, tourniguets, or hemostatic
bandages. See Tourniguet & Hemostatic Agent Procedure i Adult & Pediatric 6.6.

DISABILITY ASSESSMENT

9 Assess level of consciousness appropriate for age.

9 Utilize spinal motion restriction if patient has a mechanism of injury that could cause a spinal injury. See
Spinal Trauma and Assessment Protocol 4.6.

SECONDARY/FOCUSED ASSESSMENT AND TREATMENT

9 Obtain chief complaint, history of present illness, and prior medical history.

I Complete a physical assessment as appropriate for the patient& presentation.
9 Refer to appropriate protocol(s) for further treatment options.

9 Determine level of pain.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa£8§
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Routine Patient Care
EMR

SECONDARY/FOCUSED ASSESSMENT AND TREATMENT (CONTINUED)
Dress and bandage lacerations and abrasions.
Cover evisceration with a sterile dressing to prevent heat loss.
Maintain normal body temperature.

Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or your ability to
maintain the patient& airway.

Monitor vital signs at least every 15 minutes (at least every 5 minutes if the patient is unstable).
Perform basic splinting as indicated.

MAJOR MULTIPLE SYSTEM TRAUMA
I See Traumatic Emergencies Protocol 4.12.

CIRCUMSTANCES NOT COVERED UNDER STATEWIDE EMS PROTOCOLS

1 Itis impossible to write a protocol for every potential situation. In rare instances where the patient® best \
interests may not be specifically addressed in a protocol, contact on-line Medical Direction.

9 Please note that while Medical Direction can have some variation from facility to facility, on-line Medical
Direction may not direct providers to practice outside their scope of practice, and likewise, providers should
not ask to perform procedures outside their scope of practice as defined within these protocols.

EMR SCOPE OF PRACTICE

It is understood that emergency medical responders will function up to their scope of practice outlined by the
National EMS Scope of Practice Model using the Vermont EMT-level protocols and American Heart Association
guidelines for Healthcare Provider CPR.

T Airway Management i Adult & Pediatric (See Airway Management Protocol -- Adult 5.1A or Airway
Management Protocol i Pediatric 5.1P.)
0 BVM
Cleared, Opened
Oral Suctioning
Oropharyngeal Airway
Oxygen Administration
Naloxone Intranasal
0 Pulse Oximetry

Cardiac Management i Adult & Pediatric (See Cardiac Arrest Protocol I Adult 3.2A or Cardiac Arrest
Protocol i _Pediatric 3.2P.)

0 CPR Cardiopulmonary Resuscitation

0 Defibrillation i AED

Other Skills

Anaphylaxis: May assist patient with use of patient® own epinephrine auto injector.

Assist patient with use of patient& own MDI.

Burn Care (See Burns/Electrocution/Lightning Protocol i Adult & Pediatric 4.0.)

Childbirth (See Obstetrical Emergencies Protocol 2.19)

Cold / Hot Pack (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)

Cervical Spine Stabilization i Manual Stabilization Only

Spinal Motion Restriction (if trained) i (See Spinal Trauma and Assessment Protocol 4.6.)
Extremity Hemorrhage (See Tourniquet & Hemostatic Agent Procedure i Adult & Pediatric 6.6.)
Nerve Agent Autoinjectors (See Nerve Agent/Organophosphate Poisoning Protocol 1 Adult 2.15A or
Nerve Agent/Organophosphate Poisoning Protocol i Pediatric 2.15P.)

Splinting (if trained) (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)

Wound Care (See Musculoskeletal Injuries Protocol i Adult & Pediatric 4.5.)

OO0 O0OO0OO0OO0OO0OO0O0

(@)

(@)
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Routine Patient Care
EMR

RESPIRATORY REFERENCE TABLES

Bag-Valve-Mask Ventilation (BVM) Rates

Patient Basic Airway Supraglottic/ETT*

Adult 1 G 1 Zreaths per minute 61 1 (breaths per minute

Child 1 2 2 (breaths per minute 81 1 (breaths per minute

Infant 2 0 3 (breaths per minute 81 1 (breaths per minute

Ventilation rates should be titrated to goal EtCO,, if available, or patient conditions
(e.g. severe asthma, aspirin overdose, traumatic brain injury).

Signs and Symptoms of Pediatric Respiratory Distress or Failure

Pediatric Respiratory Distress Pediatric Respiratory Failure

Hallmarks of respiratory failure are respiratory rate less than
20 breaths per minute for children <6 years old; less than
12 breaths per minute for children <16 years old; and >60
breaths per minutes for any child; cyanosis, marked tachy-
cardia or bradycardia, poor peripheral perfusion, decreased
muscle tone, mottling, and depressed mental status.

Able to maintain adequate oxygenation by using extra
effort to move air.
Symptoms include increased respiratory rate, sniffing

position, nasal flaring, abnormal breath sounds, head
bobbing, intercostal retractions, mild tachycardia.

Abnormal Pediatric Vital Signs

Age

Heart Rate

Resp Rate

Systolic BP

Temp (°C)

0d-1m

> 205

> 60

< 60

< 36 or > 38

Im-3m

> 205

> 60

<70

< 36 or > 38

3m-1yr

> 190

> 60

<70

< 36 or > 38.5

1yr-2yrs > 190 > 40
2 yrs - 4 yrs > 140 > 40

<70+ (age inyrs x 2)| < 36 or > 38.5
<70+ (age in yrs x 2)| < 36 or > 38.5
4 yrs -6 yrs > 140 >34 [<70+ (ageinyrs x 2)[ <36 or > 38.5

6 yrs - 10 yrs > 140 > 30 <70+ (age inyrs x 2)| < 36 or > 38.5
10 yrs - 13 yrs > 100 > 30 < 90 < 36 or > 38.5
O 13 y|r 100 > 25 <90 < 36 or > 38.5

When a child tires and is unable to maintain adequate oxygenation, respiratory failure
occurs and may lead to rapid cardiac arrest.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standardf0
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Routine Patient Care
EMT / AEMT / Paramedic

RESPOND TO SCENE IN A SAFE MANNER

T Review dispatch information.

 Use lights and sirens when responding, as appropriate per emergency medical dispatch information and local
guidelines. (See Safe Response and Transportation Guidelines 8.18.)

' Use Incident Command System (ICS) for all responses and scene management.

SCENE ARRIVAL AND SIZE-UP

I Standard precautions, scene safety, environmental hazards assessment, number of patients, need for
additional resources, and bystander safety.

1 Initiate Mass Casualty Incident procedures as necessary.

i call for Paramedic intercept, if available, for patients with unstable vital signs, respiratory distress or other life-
threatening conditions. If Paramedic intercept is not available, call for AEMT intercept, if available.

PATIENT APPROACH
Determine mechanism of injury / nature of iliness.
If patient is in cardiac arrest, refer to the Cardiac Arrest Protocol - Adult 3.2A or Cardiac Arrest Protocaol -
Pediatric 3.2P.
Determine if pediatric protocols apply. fPediatric Patientois defined as a child who fits on a length- based
resuscitation tape up to 36 kg (79 Ibs) or 145 cm (57 in). Vermont EMS strongly encourages the use of a
pediatric reference system when treating pediatric patients. Agencies should adopt and train with a system
that uses weight, length, or age to identify normal ranges of vital signs and appropriate equipment sizes. The
system should also identify pediatric medication doses by volume and minimize the need for medication math.
Contact Medical Direction in case any uncertainty exists regarding drug dosing. .\
Establish responsiveness.
General impression.

Appearance Work of Breathing  Circulation to Skin
Work of Awake, speaking, eye
Deantieny opening, agitated, limp,
unresponsive
Muscle tone, Airway sounds, body
Circulation to skin Pediatric interactiveness, position, head bobhbing,
consolability, gaze/look, chest wall retractions,
speech/cry nasal flaring, grunting

I Determine if DNR/COLST protocol applies (DNR/COLST Policy 8.7).

AIRWAY AND BREATHING
T Airway

O Assess the patient for a patent airway. If the airway is not patent, take immediate action to correct it.
i Assess breathing: rate, effort, tidal volume, and breath sounds.

O Ensure a patent airway using appropriate positioning and adjuncts (OPA/NPA). Ensure adequate
oxygenation (9417 9 8 %and ventilation using supplemental oxygen and bag-valve mask (BVM) when
appropriate. If possible, elevate patient® head 30 degrees and prepare suction to avoid aspiration.

0 Consider waveform capnography (i.e., EtCO,) and/or CO-oximetry, if available.

0 Assess lung sounds and chest.

CIRCULATION ASSESSMENT

Assess patient circulation including pulse, skin signs and capillary refill time.

Control serious bleeding using direct pressure, pressure bandages, tourniquets, and/or hemostatic bandages.

See Tourniguet & Hemostatic Agent Procedure i Adult & Pediatric 6.6.

Establish IV access and fluid resuscitation as appropriate for the patient& condition.

O For adult patients, administer fluids to maintain systolic blood pressure per the Shock Protocol i Adult
2.24A.

0 For pediatric patients, administer fluids based on physiological signs and therapeutic end-points per the
Shock Protocol -- Pediatric 2.24P. Administer IV fluid using a volume-controlled device/method such as
an inline 3-way stopcock or similar device.

0 Consider obtaining a blood sample, per receiving hospital& preference. Note: An AEMT may draw a blood
sample during an IV initiation, but must first be trained and credentialed by their agency and hospital.

Appearance

Labored, noisy, fast, Pink, flushed, pale,
slow, equal chest rise ashen, cyanosis

Pallor, mottling, cyanosis

NOTE: An IV for the purposes of these protocols is a saline lock or intravenous line with 0.9% NaCl (normal
saline), unless otherwise specified in an individual protocol. Routes of medication administration when written
as fiVocan also include OO0 Lactated Ringers may be used as a direct substitute for Normal Saline, except
when administering certain medications. See Vermont Adult Medication Reference Appendix Al.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional stand&ajzs
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Routine Patient Care
EMT / AEMT / Paramedic

DISABILITY ASSESSMENT

Assess level of consciousness appropriate for age; use Glasgow Coma Scale for trauma.

If altered level of consciousness, check finger stick blood glucose via glucometer.

Utilize spinal motion restriction if indicated by assessment, see Spinal Trauma and Assessment Protocol 4.6.
For pediatric patients requiring spinal motion restriction, see Pediatric Transportation Policy 8.13.

Glasgow Coma Scale

Best Motor Response Score S Verbal - Infants Score Eye Opening Score
Response
Obeys commands/spontaneous Oriented Babbles Open
Localizes pain Disoriented Irritable To voice
Withdraws from pain Inappropriate words | Cries to pain To Pain
Decorticate posturing/flexion Moans, unintelligible | Moans No response
Decerebrate posturing/extension No response No response
No response

TRANSPORT DECISION

1
1
T
i

T

In general, patients should be transported to the closest appropriate hospital. Operational needs and/or
patient preference should be considered.

The destination hospital and mode of transport are determined by the EMS provider with the highest medical
level providing patient care.

Regionalized systems of care for STEMI, stroke and trauma patients may necessitate transport to a hospital
beyond the nearest facility.

Notify receiving facility as early as possible.

Lights and sirens should be justified by the need for immediate medical intervention that is beyond the
capabilities of the ambulance crew using available supplies and equipment. Use of lights and sirens should
be documented on the patient care report. Exceptions can be made under extraordinary circumstances.
Consider aeromedical transportation when indicated by patient acuity and ground transport time. See Air
Medical Transport Policy 8.0 and Trauma Triage and Transport Decision Policy 4.9.

SECONDARY/FOCUSED ASSESSMENT AND TREATMENT

)
1

l

Obtain chief complaint, history of present illness, and prior medical history.
If indicated, perform single question Drug Use Screening Test by asking:

0 fin the past year, have you used substances or prescription medications for non-medical or recreational
reasons?0

0 If the answer is yes, the patient is an At-Risk Person; see Naloxone Leave-Behind Kit 8.11
Complete a physical assessment as appropriate for the patient& presentation.

Refer to appropriate protocol(s) for further treatment options.

Determine level of pain.

Consider field diagnostic tests including: cardiac monitoring, obtain and transmit 12-lead ECG, blood

glucose, temperature, stroke assessment, pulse oximetry, waveform capnography, point-of-care ultrasound,
etc.

Dress and bandage lacerations and abrasions.
Cover evisceration with a sterile dressing to prevent heat loss.
Maintain normal body temperature.

Stabilize impaled objects. Do not remove an impaled object unless it interferes with CPR or your ability to
maintain the patient& airway.
Monitor vital signs at least every 15 minutes (at least every 5 minutes if the patient is unstable).

MAJOR MULTIPLE SYSTEM TRAUMA

|l

See Traumatic Emergencies 4.12.

CIRCUMSTANCES NOT COVERED UNDER STATEWIDE EMS PROTOCOLS

1
1

It is impossible to write a protocol for every potential situation. In rare instances where the patient& best
interests may not be specifically addressed in a protocol, contact on-line Medical Direction.
Please note that while Medical Direction can have some variation from facility to facility, on-line Medical \}
Direction may not direct providers to practice outside their scope of practice, and likewise, providers should
not ask to perform procedures outside their scope of practice as defined within these protocols.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa

in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Routine Patient Care
EMT / AEMT / Paramedic

RESPIRATORY REFERENCE TABLES

Bag-Valve-Mask Ventilation (BVM) Rates

Patient Basic Airway Supraglottic/ETT*

Adult 1 G 1 2oreaths per minute 67 1 (breaths per minute

Child 1 2 2 (breaths per minute 81 1 (breaths per minute

Infant

2 O 3 (breaths per minute 81 1 (breaths per minute

Ventilation rates should be titrated to goal EtCO,, if available, or patient conditions (e.g. severe asthma, aspirin
overdose, traumatic brain injury). Note: In children, pulse oximetry may identify clinically significant hypoxia that
may be missed through evaluation of skin signs alone.

Pulse Oximetry Readings and Oxygen Administration

Ranges General Patient Care

Usually indicate adequate oxygenation; validate with
clinical assessment (see below)

Consider O, to maintain 94 - 98% saturation (881 9 2 %
COPD patients).

Percent O2 Saturation

09 4 % Normal

90%9 3% Mild hypoxia

Less than 90% Moderate to severe hypoxia Give oxygen to maintain saturation 94 - 98%, as needed.

Notes:

)i
il
il

If pulse oximeter& heart rate is not the same as ECG monitor® heart rate, oxygen saturation reading may not be reliable.
If patient is profoundly anemic or dehydrated, oxygen saturation may be 100%, but patient may be hypoxemic.

False pulse oximetry readings may occur in the following: hypothermia, hyperthermia, acidosis, alkalosis, hypoperfusion,
carbon monoxide poisoning, hemoglobin abnormality (sickle cell anemia), vasoconstriction, and in the presence of nail polish.

ETCO, Readings and Ventilatory Rates

EtCO, Reading Ranges General Patient Care

Usually indicate adequate ventilation; validate with clinical
assessment (see below)

Consider increasing ventilatory rate, assess adjuncts for
occlusions

35 mmHg i 4 S5mmHg Normal

Greater than 45 mmHg Hypercarbia

Less than 35 mmHg Hypocarbia

Consider slowing ventilatory rate.

Signs and Symptoms of Pediatric Respiratory Distress or Failure

Pediatric Respiratory Distress Pediatric Respiratory Failure

Able to maintain adequate oxygenation by using extra
effort to move air.

Hallmarks of respiratory failure are respiratory rate less tha
20 breaths per minute for children <6 years old; less than
12 breaths per minute for children <16 years old; and >60
breaths per minutes for any child; cyanosis, marked tachy-
cardia or bradycardia, poor peripheral perfusion, decreased
muscle tone, mottling, and depressed mental status.

Symptoms include increased respiratory rate, sniffing
position, nasal flaring, abnormal breath sounds, head
bobbing, intercostal retractions, mild tachycardia.

Respiratory distress in children and infants must be promptly recognized and aggressively treated as patient may
decompensate quickly.

Abnormal Pediatric Vital Signs

Age

Heart Rate |Resp Rate Systolic BP

Temp (°C)

0d-1m

> 205 > 60 < 60

< 36 or > 38

I1m-3m

> 205 > 60 <70

< 36 or > 38

3m-1lyr

> 190 > 60 <70

< 36 or > 38.5

1yr-2yrs

> 190 > 40 < 70 + (age in yrs x 2)

< 36 or > 38.5

2 yrs - 4 yrs

> 140 > 40 < 70 + (age in yrs x 2)

< 36 or > 38.5

4 yrs - 6 yrs

> 140 > 34 <70 + (age in yrs x 2)

< 36 or > 38.5

6 yrs - 10 yrs

> 140 > 30 <70+ (age in yrs x 2)

< 36 or > 38.5

10 yrs - 13 yrs

> 100 > 30 <90

< 36 or > 38.5

O 13

r s> 100 > 25 <90

y

< 36 or > 38.5

r When a child tires and is unable to maintain adequate oxygenation, respiratory failure occurs and may lead to rapid )
cardiac arrest.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standm
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified.




Extended Care Guidelines 1.3

When Vermont& EMS providers treat patients in remote or difficult environments and ambulance
transport to hospital care is significantly delayed, it may be necessary to provide extended patient care.
Extended care applies to any low resource setting where access to definitive care is delayed or
impossible. This may be due to a remote location or infrastructure destruction.

Extended care patients may require repeat administration of medications beyond what is specified in
regular protocols or assistance with administration of the patient® prescribed medication.
In an extended care environment, EMS providers will follow the following guidelines:

1. Every effort should be made to contact Medical Direction for guidance.

2. If Medical Direction is unavailable, it is reasonable to administer repeat medication dosing at the
same intervals as prescribed in protocol or as prescribed for patient& own medications. Caution
must be used due to cumulative effects that may result in over-sedation, hypotension, respiratory
depression, etc.

3. If changes to regular protocol are necessary for medication use in extended care situations,
these changes appear in the specific protocol under a separate Extended Care Section denoted

by an:

4. Interventions performed during extended care circumstances must remain within the provider®
scope of practice.

Special circumstances to consider in an extended care environment:
Protecting the patient from the environment while awaiting extrication and/or transport. This may
require an improvised shelter and insulation to protect the patient and providers from rain, snow and
wind.
Requesting additional resources/personnel early if an extended care call is suspected.
Oral fluids to maintain a patient® hydration and high energy foods to maintain caloric requirements,
if the patient is conscious and able to swallow.
Limited resources due to difficulty accessing patient and/or transporting equipment to the patient&
location. These resources may include:

0 Oxygen

Suction

Cardiac Monitor/AED

Pulse Oximetry

Capnography

Glucose Meter

BP Cuff and Stethoscope

Intravenous access

Medications

Communication with online Medical Direction

OO0OO0OO0OO0OO0OO0OO0OOo

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaf&ﬁ
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Abdominal Pain (Non Traumatic)
Adult & Pediatric

2.0

MT STANDING ORDERS

Routine Patient Care..
Maintain the patient NPO (hothing by mouth).

Allow patient to assume a position of comfort.

Acquire and transmit 12-lead ECG, if available, for patients age &40.

Minimize scene time.

If patient has uncontrolled pain, unstable vital signs, or signs and symptoms of
an acute abdomen, call for Paramedic intercept, if available. If not available,
call for AEMT intercept.

ADVANCED EMT STANDING ORDERS
Establish IV access
See Nausea/Vomiting Protocol i Adult & Pediatric 2.14.
If patient is hypotensive, see Shock Protocol i Adult 2.24A. N
Contact Medical Direction for additional fluid orders.

ARAMEDIC STANDING ORDERS

I See Pain Management Protocol i_Adult 2.20A or Pediatric 2.20P.
9 Assess and monitor the cardiac rhythm, treat as indicated.

( PEARLS:

Common causes of acute abdominal pain may be appendicitis, cholecystitis, bowel perforation,
diverticulitis, abdominal aortic aneurysm, ectopic pregnancy, pelvic inflammatory disease and
pancreatitis.

It is important to remember that abdominal pain can be caused by a number of different disease
processes. Pain may originate from the esophagus, stomach, intestinal tract, liver, gall bladder,
pancreas, spleen, kidneys, male or female reproductive organs or urinary bladder. Referred pain
from the chest may involve the heart, lungs and pleura.

Lower abdominal pain in women of child bearing age should be treated as an ectopic pregnancy
until proven otherwise.

Myocardial infarction can present with upper abdominal pain especially in the diabetic and elderly.
DKA may present with abdominal pain, nausea and vomiting.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional stand@@f
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Adrenal Insufficiency
Adult & Pediatric

EMT STANDING ORDERS i ADULT & PEDIATRIC
Y Routine Patient Care.
E 9 Obtain history of underlying condition.

9 Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS i ADULT & PEDIATRIC

I Establish IV access.
1 Assist the patient/caregiver in giving the patient his or her own medications, as
prescribed.

ARAMEDIC STANDING ORDER i ADULT & PEDIATRIC
1 Administer stress dose glucocorticoid to patient that meets criteria below:

0 Adult: History of adrenal insufficiency; administer:
A Hydrocortisone 100 mg IV/IO/IM (preferred) OR
A Methylprednisolone 125 mg IV/IO/IM OR
A Dexamethasone 10 mg IV/IO/IM.

0 Pediatric: History of adrenal insufficiency; administer:
A Hydrocortisone 2 mg/kg IV/IO/IM (max dose 100 mg) (preferred) OR
A Methylprednisolone 2 mg/kg IV/IO/IM (maximum dose 125 mg) OR

A Dexamethasone 0.6 mg/kg IV/IO/IM/PO (maximum dose 10 mg).

PARAMEDIC EXTENDED CARE ORDERS i ADULT & PEDIATRIC

After the stress dose, continue to administer glucocorticoid every 6 hours:

0 Adult: 100 mg IV/IO/IM every 6 hours.

0 Pediatric: 2 mg/kg IV/IO/IM every 6 hours to a maximum single dose of 100mg.

In patients with the following signs and symptoms consider the need for repeat stress

dosing:

O Nausea, vomiting, weakness, dizzy, abdominal pain, muscle pain, dehydration,
hypotension, tachycardia, fever, mental status changes.

Additional considerations:

0 Aggressive volume replacement therapy.

0 Vasopressors may be needed to treat refractory hypotension, see
Shock Protocol T_Adult 2.24A or Shock Protocol i Pediatric 2.24P.

0 Treat for hypoglycemia, see Diabetic Emergencies (Hypoglycemia) Protocol i Adult
2.8A or Diabetic Emergencies (Hypoglycemia) Protocol i Pediatric 2.8P.

0 Normalize body temperature.

(PEARLS: Y (PEARLS:

Adrenal insufficiency results when the body does not A fstress doseoof glucocorticoid should be given to
produce the essential life-sustaining hormones cortisol patients with known chronic adrenal insufficiency
and aldosterone, which are vital to maintaining blood who have the following illnesses/injuries:

pressure, cardiac contractility, water, and salt balance. Shock (any cause).

Chronic adrenal insufficiency can be caused by a Fever >100.4°F and ill-appearing.

Umber of cpndltlons: . . Multi-system trauma.
Congenital or acquired disorders of the adrenal L
Submersion injury.

gland. . . .
Congenital or acquired disorders of the pituitary Environmental hyperthermia or hypothermia.
Multiple long-bone fractures.

land.

Eong_term use of steroids (COPD, asthma, Vomiting/diarrhea accompanied by dehydration.

rheumatoid arthritis, and transplant patients). Respiratory distress.
Ar::utek adzjenalhinsuffiqiency can resultin refragtory . 2nd or 3rd degree burns >5% BSA
shock or death in patients on a maintenance dose o i s i
T TS (50 vC s e v RSI (Etomidate may precipitate adrenal crisis).
experience illness or trauma and are not given a stress
dose and, as necessary, supplemental doses of a
\glucocorticoid. )

—A-—Aa_a_Aa_a_a_a_a_a_9

s

J
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Allergic Reaction/Anaphylaxis
Adult

2.2A

MT STANDING ORDERS

I Routine Patient Care.

9 For anaphylaxis administer: (anterolateral thigh preferred administration site)
O Adult epinephrine autoinjector 0.3 mg IM, OR
O Epinephrine (1 mg/mL): Administer 0.3 mg (0.3 mL) IM. If signs and symptoms do not

resolve in 5 minutes, may repeat dose x 1.
A Contact Medical Direction for additional dosing.
Do not delay transport. (Patients receiving epinephrine must be transported.)
To administer Epinephrine via syringe, EMTs must be credentialed through the Ready-
Check-Inject Program.
For bronchospasm, consider the administration of albuterol 2.5 mg via nebulizer. May
repeat every 5 minutes for continued symptoms, OR
Ipratropium 0.5 mg and albuterol 2.5 mg via nebulizer (DuoNeb). May repeat every 5 &
minutes (maximum 3 doses). Contact Medical Direction for additional dosing. "\
Call for Paramedic intercept, if available. If not available, call for AEMT intercept.
ADVANCED EMT STANDING ORDERS

I May repeat epinephrine 0.3 mg IM every 57 1 5min as needed for continued symptoms
(maximum 3 doses.) For additional dosing, contact Medical Direction.

9 Establish IV/IO access.

T Rapidly administer 0.9% NacCl up to 30 mL/kg bolus to maintain MAP O @systolic
blood pressure O 9nfnHg). See Shock Protocol i Adult 2.24A.

RAMEDIC STANDING ORDERS
9 For anaphylaxis refractory to IM epinephrine, consider epinephrine infusion 2 i 1 Omcg/

min, titrated to effect (infusion pump required). See Adult Drip Rate Ref i Appendix 3.

0 Consider push dose epinephrine (10 mcg/mL) for short transport times or as bridge to
infusion. Prepare 10 mcg/mL by adding 1 mL 0.1 mg/mL epinephrine to 9 mL normal
saline, then administer 10 7 2 Omcg boluses (17 2 mL) every 2 minutes (where
feasible, switch to infusion as soon as practical).

1 Diphenhydramine 257 5 Omg IM/IV/IO to treat pruritus.

PARAMEDIC EXTENDED CARE ORDERS
If symptomatic, consider:
Methylprednisolone 1 mg/kg IV (max 125 mg) every 6 hours, OR
Dexamethasone 0.6 mg/kg IV/IO/IM/PO (maximum dose 10 mg)
Diphenhydramine 251 5 Omg PO. May repeat every 4-6 hours as needed (maximum
dose of 300 mg/24 hours).

CAUTION: Epinephrine is available in different routes and concentrations. Providers are advised to re-check )
the dosing and concentration prior to administration.

In anaphylaxis, epinephrine should not be delayed by taking the time to administer second-line medications
\_ such as albuterol or diphenhydramine.

(PEARLS:
1 Known/likely allergen exposure AND hypotension or respiratory compromise, OR
1 Systemic allergic reaction (multi-system), including two or more of the following:
0 Respiratory distress
0 Airway compromise/impending airway compromise
A Wheezing/stridor, swelling of lips/tongue, any airway structures, throat tightness or difficulty/inability
swallowing
0 Widespread hives, itching, swelling, flushing
0 Gastrointestinal symptoms: vomiting, abdominal pain
0 Altered mental status, syncope, cyanosis, delayed capillary refill or decreased level of consciousness
associated with known or suspected allergic reaction
0 Signs of shock Shock Protocol i Adult 2.24A.
Do not delay transport for other than epinephrine administration.
Patients can present with anaphylaxis without a prior history of allergy.
Consider patients with history of asthma as having a high risk of anaphylaxis.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaﬂf2
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Anaphylaxis/Allergic Reaction

Adult

* Adult Dose: 0.3 mL
1. READY -+ pediatric bose (<55lbs/<25kg): 0.15 mL

« Don gloves.

* Use ImL syringe
with 1”7 needle.

* Use only
1mg/imL
epinephrine.

2.2A

Attach needle to syringe. Remove cap from
epinephrine vial.

D

Wipe top of vial with
alcohol prep pad.

2. CHECK

Remove cap from needle

Withdraw correct amount of

and then carefully insert medication by pulling back

needle into top of on

syringe plunger. Refer to

epinephrine vial. numbers on side of syringe.

Check volume of medication in syringe by comparing to diagram below. (Diagram to scale)
Use Cross Check, with another person if possible, to confirm the proper dose. (SEE REVERSE)

Pediatric Dose: 0.15 mL

Align plunger here

_Qu

@ %
o o
i

Adult Dose: 0.3 mL

lign plunger here

——=

S 3
R

A 4

b
=]
1

3. INJECT - Inject medication intramuscularly only.

Identify patient’s mid-thigh.
Expose skin if possible.

!

Depress plunger slowly to inject
entire dose of medication.

Flatten skin of mid-thigh with th

umb and forefinger.

Insert needle quickly at a 80° angle to mid-thigh.

Remove syringe and dispose in
proper sharps container.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standar?ﬁ
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Allergic Reaction/Anaphylaxis
Pediatric

2.2P

MT STANDING ORDERS

 Routine Patient Care.
9 For anaphylaxis, administer: (anterolateral thigh preferred administration site)
0 Pediatric epinephrine autoinjector 0.15 mg IM for patients less than 25 kg,
0 Adult epinephrine autoinjector 0.3 mg IM for patients greater than 25 kg, OR
0 Epinephrine (1 mg/mL): Administer 0.15 mg (0.15 mL) IM for patients less than
25 kg, 0.3 mg (0.3 mL) IM for patients greater than 25 kg '\
A Contact Medical Direction for additional dosing \‘}
For bronchospasm, consider administration of albuterol 2.5 mg via nebulizer x 1
dose, OR ipratropium 0.5 mg and albuterol 2.5 mg via nebulizer (DuoNeb). May '\
repeat every 51 1 Gminutes (maximum 3 doses). Contact Medical Direction for
additional dosing.
i To administer Epinephrine via syringe, EMTs must be credentialed through the
Ready-Check-Inject Program.
9 Do not delay transport. (Patients who receive epinephrine must be transported.)
9 cCall for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS
n 9 Epinephrine (1 mg/mL): Administer 0.01 mg/kg (0.01 mL/kg) IM (max single dose

0.3 mg).
0 May repeat epinephrine every 51 1 Smin as needed for continued symptoms ¢
(Maximum 3 doses.); contact Medical Direction for additional dosing
9 Establish IV access. Administer 20 mL/kg bolus 0.9% Na4l if hypotension. May N
repeat x 2 as needed. See Shock Protocol i Pediatric 2.22P.

ARAMEDIC STANDING ORDERS
P 1 For anaphylaxis refractory to IM epinephrine, consider epinephrine infusion. Infuse

0.17 1 micrograms/kg/minute via pump until symptoms resolve.
1 Diphenhydramine 1 mg/kg PO/IV/IM/IO to treat pruritis (maximum dose 50 mg).

PARAMEDIC EXTENDED CARE ORDERS

9 Dexamethasone 0.6 mg/kg IV/IO/IM/PO (maximum dose 10 mg).
9 Diphenhydramine 1 mg/kg PO. May repeat every 4 i 6 hours as needed (maximum
dose of 50 mg).

If symptomatic, consider:
X 9 Methylprednisolone 1 mg/kg IV (max 125 mg) every 6 hours if symptomatic, OR

CAUTION: Epinephrine is available in different routes and concentrations. Providers are advised to re- )

check the dosing and concentration prior to administration.
In anaphylaxis, epinephrine should not be delayed by taking the time to administer second-line
medications such as albuterol or diphenhydramine.

(PEARLS:
1 Knownl/likely allergen exposure AND hypotension or respiratory compromise, OR
1 Systemic allergic reaction (multi-system), including two or more of the following:
0 Respiratory distress
o Airway compromise/impending airway compromise
A Wheezing/stridor, swelling of lips/tongue, any airway structures, throat tightness or difficulty/inability
swallowing
0 Widespread hives, itching, swelling, flushing
o Gastrointestinal symptoms: vomiting, abdominal pain
o Altered mental status, syncope, cyanosis, delayed capillary refill or decreased level of consciousness
associated with known or suspected allergic reaction
0 Signs of shock Shock Protocol i_Pediatric 2.24P.
Do not delay transport for other than epinephrine administration.
Patients can present with anaphylaxis without a prior history of allergy.
Consider patients with history of asthma as having a high risk of anaphylaxis.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standarga
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Anaphylaxis/Allergic Reaction
Pediatric

* Adult Dose: 0.3 mL
1. READY -+ pediatric bose (<55lbs/<25kg): 0.15 mL

« Don gloves.

* Use ImL syringe
with 17 needle.

* Use only
1mg/1mL
epinephrine.

Attach needle to syringe. Remove cap from
epinephrine vial.

Wipe top of vial with Remove cap from needle Withdraw correct amount of

alcohol prep pad. and then carefully insert medication by pulling back
needle into top of on syringe plunger. Refer to
epinephrine vial. numbers on side of syringe.

Check volume of medication in syringe by comparing to diagram below. (Diagram to scale)
Use Cross Check, with another person if possible, to confirm the proper dose. (SEE REVERSE)

Pediatric Dose: 0.15 mL élign plunger here

Y
o o
Ll

Adult Dose: 0.3 mL Align plunger here
b
o
(=]

Ee: < 0 © ~ ® @ g
o o © © O O o o
S T T T S S el

3. INJECT - Inject medication intramuscularly only.

Identify patient's mid-thigh. Flatten skin of mid-thigh with thumb and forefinger.
Expose skin if possible. Insert needle quickly at a 90° angle to mid-thigh.

|

Depress plunger slowly to inject Remove syringe and dispose in
entire dose of medication. proper sharps container.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standagba2
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Altered Mental Status
Adult

MT STANDING ORDERS
T Routine Patient Care.
I Ensure a patent airway using appropriate positioning and adjuncts(OPA/NPA). Ensure
adequate oxygenation (947 9 8 %and ventilation using supplemental oxygen and BVM

when appropriate. If possible, elevate patient& head 30 degrees and prepare suction to

avoid aspiration.

Obtain glucose reading via glucometer.

0 If blood glucose < 60, refer to Diabetic Emergencies (Hypoglycemia) Protocol 1
Adult 2.8A.

If the patient® mental status and respiratory effort are severely depressed, administer:
0 Asingle spray of NARCAN® Nasal Spray (4mg) into one nostril. May repeat every
31 5 minutes if no response or if patient relapses to a maximum of 12 mg, OR
0 Naloxone 1 mg (1 mL) per nostril via atomizer for a maximum of 2 mg. May repeat

every 31 5 minutes if no response to a maximum of 12 mg.
0 Patients given naloxone should be transported to emergency department for further
evaluation.
Consider acquiring and transmitting 12-lead ECG if available.
If trauma can be excluded, transport patient in the coma/recovery position. If trauma
suspected, see Spinal Trauma and Assessment Protocol 4.6.
Perform stroke assessment. Refer to Stroke Protocol i Adult 2.26 as indicated.
See Poisoning/Substance Abuse/Overdose i Adult 2.21A.
If patient is violent or agitated, consider restraint. See Behavioral Emergencies
Including Suicide Attempts & Threats Protocol 2.5. See Restraints Procedure 6.4.
Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS

Establish IV/I0 access.
A For severe respiratory depression, administer naloxone 0.4 1 2 mg IV/IM/I0/SQ/

intranasal

O Titrate to response.

0 If no response, may repeat initial dose every 3 7 5 minutes to a total of 12 mg.

If hypoglycemia, administer dextrose. See Diabetic Emergencies (Hypoglycemia)

Protocol i_Adult 2.8A.

If hyperglycemic, give 500 mL bolus 0.9% NacCl IV/IO. See Diabetic Emergencies
(Hyperglycemia) Protocol i Adult & Pediatric 2.7.

If hypotensive (SBP <90), administer fluid bolus 1,000 mL 0.9% NacCl IV/IO. Contact
Medical Direction for additional fluid orders. See Shock Protocol i Adult 2.24A.
For airway management, see Airway Management Protocol 1 5 .. 1 \}

ARAMEDIC STANDING ORDERS
P Consider advanced airway management.

Assess and monitor cardiac rhythm. Treat as indicated per appropriate protocol.

If suspect toxicology, refer to Poisoning/Substance Abuse/Overdose Protocol - Adult
2.21A.

If hypotension persists, contact Medical Direction to consider vasopressors. See
Shock Protocol T Adult 2.24A. \}

(PEARLS: A
Altered mental status may be caused by many factors including the following: stroke, drug overdose,

infection, hypoglycemia, hyperglycemia or trauma.

AEMT or Paramedic may titrate use of naloxone in patients with respiratory depression to avoid transition to
combative behavior by patient.

Use appropriate discretion regarding immediate intubation of patients who may quickly regain

consciousness, such as hypoglycemic patients after administration of dextrose, or opiate overdose cases
after administration of naloxone.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standg@%
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified.




Altered Mental Status

Pediatric

MT STANDING ORDERS

Y Routine Patient Care.

9 Ensure a patent airway using appropriate positioning and adjuncts (OPA/NPA). Ensure
adequate oxygenation (941 9 8 %and ventilation using supplemental oxygen and BVM
when appropriate. If possible, elevate patient& head 30 degrees and prepare suction to
avoid aspiration.

Obtain glucose reading via glucometer:

0 If blood glucose < 60, refer to Diabetic Emergencies (Hypoglycemia) Protocol 1
Pediatric 2.8P

If the patient& mental status and respiratory effort are severely depressed:

0 Administer a single spray of NARCAN® Nasal Spray (4mg) into one nostril, OR

O Administer via atomizer:
A Infant & Toddler: Naloxone 0.5 mg (0.5 mL) per nostril for a total of 1 mg
A Small Child and Larger: Naloxone 1 mg (1 mL) per nostril for a maximum dose

of 2 mg

0 For both, may repeat every 31 5 minutes if no response to a maximum of 12 mg

0 Patients given naloxone should be transported to emergency department for further
evaluation

If trauma can be excluded, transport patient in the coma/recovery position. If trauma

suspected, see Spinal Trauma and Assessment Protocol 4.6.

See Poisoning/Substance Abuse/Overdose 1 _Pediatric 2.21P.

If patient is violent or agitated, consider restraint. See Behavior Emergencies Including

Suicide Attempts & Threats Protocol 2.5. See Restraints Procedure 6.4.

Call for Paramedic intercept, if available. If unavailable, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS
Establish IV/1O access.
A If hypoglycemia, administer dextrose. See Diabetic Emergencies (Hypoglycemia)

Protocol i Pediatric 2.8P.

If hyperglycemia, administer 10 mL/kg bolus of 0.9% NaCl IV/IO. See Diabetic
Emergencies (Hyperglycemia) Protocol i Adult & Pediatric 2.7.

For severe respiratory depression, administer naloxone 0.1 mg/kg IV/IO/IM/SQ/
intranasal, maximum dose 2 mg:

0 If no response, may repeat initial dose every 31 5 minutes to a total of 12 mg
For airway management, see Airway Management Protocol i 5 .. 1

If hypotensive per age-based tables, administer fluid bolus 20 mL/kg 0.9% NacCl IV/
0. May repeat x 2: X
0 Contact Medical Direction for additional fluid orders

ARAMEDIC STANDING ORDERS

I Consider advanced airway management.
P Assess and monitor cardiac rhythm. Treat as indicated per appropriate protocol.

Pediatric 2.21P.

If hypotension persists, contact Medical Direction to consider vasopressors, see
Shock Protocol 1_Pediatric 2.24P.

)l
9 If suspect toxicology, refer to Poisoning/Substance Abuse/Overdose Protocol i
1

(PEARLS:
I Altered mental status may be caused by many factors including the following: stroke, drug overdose,
infection, hypoglycemia, hyperglycemia, or trauma.
I AEMT or Paramedic may titrate use of naloxone in patients with respiratory depression to avoid transition to
combative behavior by patient.
I Use appropriate discretion regarding immediate intubation of patients who may quickly regain

consciousness, such as hypoglycemic patients after administration of dextrose, or opiate overdose cases
after administration of naloxone.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standarga
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Asthma/COPD/RAD
Adult

repeat every 5 minutes for continued symptoms, OR
0 Ipratropium bromide 0.5 mg and albuterol 2.5 mg (DuoNeb) via nebulizer. May
repeat every 5 minutes for continued symptoms (maximum 3 doses), AND/OR
0 Albuterol 2.5 mg via nebulizer. May repeat every 5 minutes for continued
symptoms

MT STANDING ORDERS

Y Routine Patient Care.

9 Allow patient to assume position of comfort.

9 Administer oxygen as appropriate with a target of achieving 941 9 8 %aturation;
increase the oxygen rate with caution and observe for fatigue, decreased mentation,
and respiratory failure.

 Consider:

0 Albuterol metered-dose inhaler (MDI) 2-4 puffs (with spacer, if available). May

9 Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS
Q 9 For patients who do not respond to treatments, or for impending respiratory failure,
)l

continue nebulizers and consider CPAP up to a maximum of 107 1 5m H,O pressure
support. See Continuous Positive Airway Pressure (CPAP) Procedure 5.4.
ETCO, waveform capnography to monitor respiratory status.

9 For patients who do not respond to treatments, or for impending respiratory failure,
consider epinephrine autoinjector 0.3 mg IM (preferred), OR epinephrine
(1 mg/mL) 0.3 mg (0.3 mL) IM. Contact Medical Direction for additional doses. "\

/>

I Consider IV access.

RAMEDIC STANDING ORDERS
{ Consider steroid:
0 Methylprednisolone 125 mg IV/IO/IM, OR
0 Dexamethasone 10 mg IV/IO/IM/PO
i For patients with severe symptoms, consider:
0 Magnesium sulfate 2gin5071 1 0 L D5W or 0.9% NaCl IV/10 over 10 mins

EXTENDED CARE ORDERS
9 Albuterol metered-dose inhaler (MDI) 21 4 puffs. May repeat every 5 minutes for
continued symptoms.

( Caution is advised in the administration of beta-agonists (albuterol) to patients with coronary
artery disease. Obtain and transmit ECG if possible. Contact Medical Direction for N
medication orders if in doubt. }

~

J

-

PEARLS:

1 IVs should only be placed when there are clinical concerns of dehydration, in order to administer
fluids, or when administering IV medications.

1 Beware of patients with a fsilent chesto(absence of breath sounds) as this may indicate severe
reactive airway disease (RAD) with bronchospasm and impending respiratory failure.

1 Remember that not all wheezing is caused by asthma and that not all asthmatics wheeze.

1 Patients with congestive heart failure may present with lung sounds that mimic asthma ( dardiac

\_ Wheezeod ) .

~

J

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standarga23
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified.




Asthma/Bronchiolitis/RAD/Croup 5 4p

Pediatric

THMA, BRONCHIOLITIS, CROUP i EMT STANDING ORDERS
Y Routine Patient Care.
Administer oxygen as appropriate with a target of achieving 94 7 9 8 %aturation.
Assist inadequate ventilations with BVM.
For patients )X 2 years old who present with increased work of breathing and
rhinorrhea, provide nasal suctioning with saline drops and bulb syringe.
Call for Paramedic intercept. If not available, call for AEMT intercept.

STHMA i EMT STANDING ORDERS
9 Consider:

0 Albuterol metered-dose inhaler (MDI) 2-4 puffs (with spacer, if
available). May repeat every 5 minutes for continued symptoms, OR

0 lpratropium 0.5 mg and albuterol 2.5 mg (DuoNeb) via nebulizer. May
repeat dose every 5 minutes for continued symptoms (maximum 3
doses), AND/OR

0 Albuterol 2.5 mg via nebulizer every 5 minutes

ASTHMA i ADVANCED EMT STANDING ORDERS
\/ A 1 For impending respiratory failure, continue nebulizers and consider CPAP

Wheezing in (see Continuous Positive Airway Pressure Procedure 5.4).
patients O2 9 For patients who do not respond to treatments, or for impending respiratory
yfﬁ;?'do;’r failure, consider epinephrine auto injector 0.15 mg IM for patient less than
asthr);]a 25 kg or 0.3 mg IM for patient greater than 25 kg, OR epinephrine (1 mg/
mL) 0.01 mg/kg (0.01 mL/kg) IM, anterolateral thigh preferred (maximum

single dose 0.3 mg.) Contact Medical Direction for additional dosing. &
O

STHMA i PARAMEDIC STANDING ORDERS
{ Consider:
0 Dexamethasone 0.6 mg/kg PO/IV/IO/IM (PO preferred)
(maximum dose 10 mg), OR
0 Methylprednisolone 2 mg/kg IV/IO/IM (maximum dose 125 mg)
9 For patients with severe symptoms, consider:
0 Magnesium sulfate 40 mg/kg IV/IO in 501 1 0 ;L DsW over 20
minutes (maximum single dose 2 grams)

RONCHIOLITIS i PARAMEDIC STANDING ORDERS
\ 9 Consider suctioning.
Wheezing For patients who do not respond to suctioning or for impending respiratory
in patients failure, consider epinephrine (1 mg/mL concentration) 3 mg (3 mL) added
< 2years to 3 mL 0.9% NaCl, administer via nebulizer.
old 0 Contact Medical Direction for additional dosing
No i Consider high-flow nasal cannula, if available. N

ROUP i PARAMEDIC STANDING ORDERS
4 P 9 Consider dexamethasone 0.6 mg/kg IV/IO/IM/PO. PO preferred. Maximum

History of dose 10 mg.
stridor or 9 Croup with stridor at rest:
::L:g{] 0 Epinephrine (1 mg/mL concentration) 3 mg (3 mL) added to 3 mL
0.9% NaCl, administer via nebulizer. Repeat every 51 1 Sminutes for
continued symptoms. (Maximum 3 doses.) Contact Medical Direction

for additional dosing. \

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standar%
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Asthma/Bronchiolitis/RAD/Croup 5 4P

Pediatric

ONSIDER DIFFERENTIAL DIAGNOSIS:
Asthma
Pneumonia (See Continuous Positive Airway Pressure (CPAP) Procedure 5.4 for respiratory failure)
Bronchiolitis
Anaphylaxis (See Allergic Reaction/Anaphylaxis Protocol - Pediatric 2.2P.)
Croup
Sepsis (See Sepsis Protocol i Pediatric 2.23P.)
Foreign body airway obstruction (See Foreign-Body Obstruction Procedure 5.6.)

D ((=m=a=a=aza-a=a ()

Respiratory distress in children must be promptly recognized and aggressively treated.
Respiratory arrest is the most common cause of cardiac arrest in children.

9 Child with a fsilent chestomay have severe bronchospasm with impending respiratory failure.

(PEARLS
1 The IV formulation of dexamethasone may be given by mouth.

Epiglottitis
A potentially life-threatening swelling of the supraglottic structures, which may result in sudden,
complete upper airway obstruction.
Signs and symptoms include severe sore throat, difficulty breathing, which may improve when
leaning forward, stridor, and a high temperature (fever).
For suspected epiglottitis, transport the patient in an upright position and limit your assessment and
interventions.

Bronchiolitis
Incidence peaks in 2-6 month old infants.
Frequent history of low-grade fever, runny nose, and sneezing.
Signs and symptoms include: tachypnea, rhinorrhea, wheezes and / or crackles.

Incidence peaks in children over age 6 months.
Signs and symptoms include: hoarseness, barking cough, inspiratory stridor, signs of respiratory
distress.
Avoid procedures that will distress child with severe croup and stridor at rest.
Pneumonia
1 Signs and symptoms include: tachypnea, fever, intercostal retractions, cough, hypoxia and chest
pain.
Tachypnea in children is defined as:
1 <1year: > 60 bpm
1 17 4years: >40bpm
1 5713: > 30 bpm
1 >13years: > 16 bpm

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standagg2
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Behavioral Emergencies
Including Suicide Attempts & Threats

2.5

MT / ADVANCED EMT STANDING ORDERS i ADULT & PEDIATRIC

Y Routine Patient Care.

9 Scene safety is paramount, request law enforcement and mobile crisis support as
necessary. If the scene is not safe, stage equipment and personnel a safe distance
away.

Observe and record the patient® behavior and living conditions.

Consider causes & determine capacity:

0 Causes include but are not limited to: hypoxia, hypoglycemia, alcohol or drug
intoxication, delirium with agitation, stroke, and brain trauma

Ask patient directly if they have considered harming self or others.

Consider associated domestic violence or child abuse, see Victims of Violence Policy

8.19.

A patient who is a danger to self or others may not refuse care. If patient refuses care

and requires medical care or is danger to self or others, contact police and, if

available, the local mental health crisis agency. (Refer to Police Custody Policy 8.14

and/or Refusal of Care Policy 8.15).

If the patient does not appear to be an immediate threat to self or others and refuses

transport:

0 Encourage patient to seek mental health evaluation

0 Provide the mental health center emergency services number 1-800-273-TALK

0 Avoid leaving the patient alone, if possible. Assist in contacting responsible family/
friend

It may not be possible to transport all patients. Should it appear that the patient will

not be transported, contact Medical Direction.

If unable to transport patient, document circumstances clearly in the narrative.

Include outreach to law enforcement, mobile crisis, and discussion with Medical

Direction.

Management of Anxiety: (Anxious, apprehensive, but not aggressive)

1 Approach patient with the SAFER method.
Provide calm emotional support and medical care as required.
Minimize external stimuli (e.g., loud noises, lights).
Determine if patient is under the care of or has been in contact with mental health
professionals and record contact information.
For significant anxiety that cannot be managed with BLS interventions, consider
Paramedic intercept for pharmacological intervention.

Management of Resistant or Aggressive Behavior: (Resisting necessary treatment/

interventions)

9 Utilize de-escalation techniques.

i Consider Paramedic intercept for pharmacological intervention. See Restraints
Protocol 6.4.

Management of Violent/Combative Behavior, or Delirium with Agitation: (Immediate

danger to self/others)

1 Utilize de-escalation techniques.

9 Consider physical restraints as a last resort. If the patient is in immediate danger to
self or others, see Restraints Protocol 6.4.

9 Request Paramedic intercept, if available. For pharmacological intervention, see
Restraints Protocol 6.4.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaéai
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Behavioral Emergencies
Including Suicide Attempts & Threats 2.5

ARAMEDIC STANDING ORDERS T ADULT
Management of Anxiety: (Anxious / Apprehensive / Not Aggressive)
P 9 Attempt non-pharmacological interventions first.

9 For severe symptoms and with patient® consent, contact Medical Direction to
consider: N

0 Lorazepam 1 mg PO or IV, OR
0 Midazolam 2.5 mg IM/IN, OR
0 Midazolam 1.25 mg IV, OR

0 Diazepam 5 mg IV

PARAMEDIC STANDING ORDERS i PEDIATRIC
Management of Anxiety: (Anxious / Apprehensive / Not Aggressive)
1 Attempt non-pharmacological interventions first.
i For severe symptoms and with parental/guardian consent, contact Medical Direction
to consider:
0 Lorazepam 0.025 mg/kg PO or IV (preferred), maximum dose 1 mg, OR
0 Midazolam 0.1 mg/kg mg IM/IN, maximum dose 2.5 mg N

Delirium with Agitated Behavior: This is a condition with a potential of higher mortality and R

morbidity. It is a combination of severe psychological and medical emergencies displaying
extreme violent behavior regardless of perceived pain or their environment. It can be defined by
a patient presenting with the following constellation of symptoms:

3 Exceptional / abnormal pain tolerance 3 Lack of tiring against restraint

3 Inappropriate clothing for environment 3 Tachypnea

3 Tactile hyperthermia 3 Violent and paranoid behavior

3 Unusual strength 3 Rapid development of symptoms
3 Rapid & fluctuating periods of calm/delirium

The symptoms may be caused by a number of intoxicants, including, but not limited to, alcohol,
sympathomimetics, (cocaine, methamphetamine, MDMA), and dissociative agents (PCP, LSD,

9 dextromethorphan, K2/Spice, Bath Salts, DMT, etc.)

(SAFER Model

Stabilize the situation by lowering stimuli, including voice.

Assess and acknowledge crisis by validating patient® feelings and not minimizing them.
Facilitate identification and activation of resources (clergy, family, friends, or police).
Encourage patient to use resources and take actions in his/her best interest.
Recovery/referral - leave patient in the care of a responsible person, professional or
transport to appropriate medical facility. Do not leave the patient alone when EMS
clears the scene.

EARLS:
Always consider all possible medical / traumatic causes for behavior and treat appropriately,
including:
0 Hypoglycemia
Hypoxia
Head Injury, stroke, seizure postictal
Poisoning, substance abuse, drug, alcohol
Infection
Delirium with agitated behavior

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa&({f
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Brief Resolved Unexplained Event (BRUE)

Pediatric 2.

6

A BRUE involves a frightening episode in a child less than 1 years old that is sudden and brief (< 1
minute but typically < 201 3 Oseconds), and now resolved and involves some combination of apnea,
color change, limpness, or choking. This condition was first referenced as ALTE i Acute Life-
Threatening Event.

MT/ADVANCED/PARAMEDIC STANDING ORDERS

1 Routine Patient Care.
i Obtain glucose reading via glucometer and manage as indicated. See Diabetic

Emergencies (Hyperglycemia) Protocol i Adult & Pediatric 2.7 or Diabetic Emergencies

(Hypoglycemia) Protocol 1 _Adult 2.8A or i_Pediatric 2.8P.

Obtain history of event with particular attention to:

0 Activity at onset and history of the event

0 State during the event (color change or cyanosis, tone (limp or tense), apnea,
coughing, gagging, vomiting)

0 End of the event (duration, gradual or abrupt cessation, treatment provided)
Infant® condition after the event (normal, not normal)
Recent history (iliness, injuries, exposure to others with illness, use of OTC
medications, recent immunizations, new or different formula)

0 Past medical history (gestational age, pre-/perinatal history, GERD, seizures,
previous BRUE)

0 Family history (sudden unexplained deaths, prolonged QT, arrhythmias)

Medications present in the residence.

Sleeping position:

0 Co-sleeping with parent in the same bed

Perform a comprehensive physical exam including neurological assessment.

Measure and record temperature (rectal temperature preferred).
Keep the child warm and transport to hospital.

Always consider non-accidental trauma in any infant who presents with BRUE. See

Victims of Violence Protocol 8.19.

Contact Medical Direction for assistance if the parent/guardian refuses medical care

and/or transport.

N

g

Although children who experience BRUE have a normal physical exam upon assessment by

prehospital personnel, they should be transported to the emergency department for further

assessment and treatment as they often have a serious underlying condition. Assume history

provided by the family/witness is accurate.

~

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified.
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Diabetic Emergencies (Hyperglycemia)
Adult & Pediatric 2.

Hyperglycemic emergency is defined as blood glucose greater than or equal to 250 mg/dL with
associated signs and symptoms, such as altered mental status, increased respiratory rate, or
dehydration.

MT STANDING ORDERS
 Routine Patient Care.

1 Obtain glucose reading via glucometer.

{ Obtain and transmit 12-lead ECG for patients O 4 0 .

1 Evaluate for possible sepsis and septic shock. See Sepsis Protocol i Adult 2.23A or
Sepsis Protocol i Pediatric 2.23P.

1 Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT/PARAMEDIC STANDING ORDERS

A 9 Establish IV access.
T Adult: Administer 1,000 mL bolus of 0.9% NacCl IV/IO . Reassess and administer an
additional 1,000 mL of 0.9% NacCl IV/IO, if indicated.
/ i Pediatric: Administer 10 mL/kg bolus of 0.9% NacCl IV/IO.
P 0 Contact Medical Direction for additional fluid orders.
1 For nausea/vomiting, see Nausea/Vomiting Protocol i Adult & Pediatric 2.14.

EMT/ADVANCED EMT/PARAMEDIC EXTENDED CARE ORDERS
X 9 Oral fluids: If the patient is not vomiting, provide oral hydration with water:

0 Patient must be alert enough to swallow and protect their own airway

EARLS:
In pediatric patients, use 10 mL/kg fluid bolus to avoid potential risk of cerebral edema.
New onset DKA in pediatric patients commonly presents with nausea, vomiting, abdominal pain, and/or
urinary frequency.
Diabetic ketoacidosis is a life-threatening emergency defined as uncontrolled hyperglycemia with the signs
and symptoms of ketoacidosis.
Signs and symptoms of diabetic ketoacidosis include uncontrolled blood glucose greater than 250 mg/dL,
weakness, altered mental status, abdominal pain, nausea, and vomiting, polyuria (excessive urination)
polydipsia (excessive thirst), a fruity odor on the breath (from ketones) and tachypnea.
Common causes of diabetic ketoacidosis include infection, acute coronary syndrome and medication non-
compliance.
Hyperglycemic Hyperosmolar Nonketotic Syndrome (HHNS) is characterized by blood glucose levels greater
than 600 mg/dL and profound dehydration with significant neurologic deficits (e.g., coma, altered mental
status). Treatment is the same in the field as it is for DKA.
Hyperglycemia may be detrimental to patients at risk for cerebral ischemia such as victims of stroke, cardiac
arrest and head trauma.
Overly aggressive administration of fluid in hyperglycemic patients may cause cerebral edema or dangerous
hyponatremia. Closely monitor for signs of altered mental status, increased intracranial pressure, and
immediately discontinue IV fluids and elevate head of bed if signs of increased ICP develop.
If patient has continuous glucose monitor, EMS should confirm glucose measurement with own equipment.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standarga
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Diabetic Emergencies (Hypoglycemia)
Adult 2.8A

Hypoglycemic emergency is defined as blood glucose less than 60 mg/dL and associated altered
mental status.

MT STANDING ORDERS

Y Routine Patient Care.
E 9 Obtain glucose reading.

9 Consider Oral glucose: administer 11 2 tubes of commercially prepared glucose gel,
orl1l57 3 OmL (17 2 tablespoons) of Pure Vermont Maple Syrup, or equivalent, for
standard dose of 157 3 Ograms sugar. Patient must be alert enough to swallow and
protect their own airway.

Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

For patients with an insulin pump who are hypoglycemic and have an altered mental

status (GCS < 15):

0 Stop the pump or remove catheter at insertion site if patient cannot ingest oral
glucose or ALS is not available.

0 Leave the pump connected and running if able to ingest oral glucose or receive
ALS interventions.

Do not treat and release hypoglycemic patients without contacting Medical Direction to

discuss cause of hypoglycemic episode, interventions taken and plan for follow-up.
N

ADVANCED EMT/PARAMEDIC STANDING ORDERS
I Establish IV access.
T Administer up to 25 grams dextrose 10% (preferred) or dextrose 50% IV. Recheck
glucose 5 minutes after administration.
A May repeat up to 25 grams dextrose 10% or 50% IV if glucose level is < 60
P mg/dl with continued altered mental status.
0 If unable to establish IV access, administer glucagon 1 mg IM. Recheck glucose
15 minutes after administration of glucagon.
A May repeat glucagon 1 mg IM if glucose level is < 60 mg/dl with continued
altered mental status.

AEMT/Paramedic: If patient has a severe hypoglycemic emergency with altered mental status or
seizures and the provider is unable to establish IV access, the provider may administer dextrose via
intraosseous (I0). See Intraosseous Access Procedure 6.2. )

Dextrose 10% is the preferred formulation for administration. A sterile IV bag containing 250 mL of D10W\
will deliver the standard dose of 25 grams of glucose V. Bolus up to the entire 250 mL bag as quickly as
possible, stopping when patient@& mental status returns to baseline and glucose level is O  @n@/dl. Often
\_ only 1007 2 0 OIL of dextrose 10% is necessary. )

(PEARLS: )

There are no statistically significant differences in the median recovery time to a GCS score of 15
following administration of D10% versus D50%. D10% could benefit patients in controlling their post-
treatment high blood sugar levels.

Causes of hypoglycemia include medication misuse or overdose, missed meal, infection, cardiovascular
insults (e.g., myocardial infarction, arrhythmia), or changes in activity (e.g., exercise).

Diabetics are not the only persons who become hypoglycemic. Alcoholics, some poisoned patients, and
others may develop problems of glucose metabolism.

Oral anti-hyperglycemic toxicity can last up to 72 hours, especially sulfonylurea (e.g., glyburide,
glipizide). Patients with corrected hypoglycemia who are taking these agents are at particular risk for
recurrent hypoglycemia and frequently require hospital admission. These patients should be evaluated in
the Emergency Department.

When administering dextrose, monitor IV site for signs of extravasation. )

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa%
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Diabetic Emergencies (Hypoglycemia)
Pediatric 2.8P

Hypoglycemic emergency is defined as blood glucose less than 60 mg/dl with associated altered
mental status.

MT STANDING ORDERS
I Routine Patient Care.
E 9 Obtain glucose reading via glucometer.
9 Oral glucose: administer 1 tube of commercially prepared glucose gel, or 15 mL
(1 tablespoon) of Pure Vermont Maple Syrup, or equivalent. Patient must be alert
enough to swallow and protect airway.

Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

For patients with an insulin pump who are hypoglycemic with associated altered

mental status (GCS < 15):

0 Stop the pump or remove catheter at insertion site if patient cannot ingest oral
glucose or ALS is not available.

0 Leave the pump connected and running if able to ingest oral glucose or receive
ALS interventions.

Do not treat and release hypoglycemic patients without contacting Medical Direction '\

to discuss cause of hypoglycemic episode, interventions taken and plan for follow-up.

L

ADVANCED EMT/PARAMEDIC STANDING ORDERS

Establish IV access.

Administer 10% dextrose IV, dosing per length-based resuscitation tape or 5 mL/kg.

Recheck glucose 5 minutes after administration of dextrose.
May repeat dextrose dose if glucose level is < 60 mg/dl with continued altered
mental status
If unable to obtain IV access, administer glucagon IM. Recheck glucose 15
minutes after administration of glucagon:
A Patients < 20 kg (44 Ib), give glucagon 0.5 mg IM
A Patients > 20 kg (44 Ib), give glucagon 1 mg IM

Pediatric Dextrose Dosing Chart
Length (cm) Weight (kg) Color (Age) Volume of Dextrose 10% (mL)
<595 3to5 Gray (01 3 months) 20
6. 56t07 Pink (37 6 months) 35
34 8to 9 Red (71 1 Omonths) 43
4.5 10to 11 Purple (117 1 8nonths) 50
7. 512t0 14 Yellow (197 3 5months) 70
10 15t018 White (371 4 years) 80
22 19to22 Blue (571 6 years) 100
37 23to29 Orange (71 9 years) 135
137150 30to36 Green (107 1 2years) 180

<]
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and the provider is unable to establish IV access, the provider may administer dextrose 10% via

r AEMT/Paramedic: If patient has a severe hypoglycemic emergency with altered mental status or seizures\
intraosseous (I0). See Intraocsseous Access Procedure 6.2.

J
~N

EARLS:
Causes of hypoglycemia include medication misuse or overdose, missed meal, infection, cardiovascular
insults, trauma, traumatic brain injury, hypothermia, adrenal insufficiency, or changes in activity (e.g.,
exercise).
When administering dextrose, monitor IV site for signs of extravasation.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa%
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 3




Epistaxis / Nosebleed
Adult & Pediatric

This protocol is intended to address medical caues of epistaxis (nosebleeds). Epistaxis in the
context of mulitsystem trauma, include considerations for facial injuries; see Traumatic Brain
Injury T Adult & Pediatric 4.10.

MT STANDING ORDERS
1 Routine Patient Care.
9 Inspect anterior nares and posterior pharynx for drainage of blood.

0 Squeeze nose (or have patient do so) for 107 1 Sminutes continuously; if no
evidence of cervical spine injury, tilt head forward, and place patient in position of
comfort

0 Manage bleeding into the posterior pharynx with suctioning

If the patient is hypotensive or bleeding is not controlled, call for a Paramedic

intercept, if available. If not available, call for AEMT intercept.

0 Transport patient to nearest emergency department

ADVANCED EMT STANDING ORDERS
n 9 Consider shock management for hypotensive patients (see Shock Protocol 2.24):

0 Establish IV access.

0 ADULT: Administer 250 mL boluses of 0.9% NaCl to maintain mental status
and peripheral perfusion, and to maintain a MAP O  énfnHg (systolic blood
pressure O  9nfHg). Total volume should not exceed 2,000mL.

A Contact Medical Direction after first 1,000mL.
PEDIATRIC: Administer 20 mL/kg of 0.9% NaCl to maintain mental status,

peripheral perfusion, and capillary refill. May repeat up to a total of 60 mL/kg.
A Contact Medical Direction for additional doses.
9 Treat nausea/vomiting. See Nausea/Vomiting Protocol i Adult & Pediatric 2.14.

RAMEDIC STANDING ORDERS
9 If direct pressure does not control the bleeding, have the patient blow their nose,
administer 2 sprays of oxymetazoline (Afrin) or phenylephrine (Neo-Synephrine)
into the affected nostril, then re-apply direct pressure.

( PEARLS

1 Avoid oxymetazoline or phenylephrine in patient who has a blood pressure of greater than 110
mmHg diastolic, known coronary artery disease, or pregnant patients.

9 Itis often difficult to quantify blood loss with epistaxis.

1 Ninety percent (90%) of nosebleeds are anterior in etiology, with blood draining from one or both
nares. However, posterior bleeding may be present.

i Posterior epistaxis is identified by blood draining into the posterior pharynx.

1 Risk factors for severe epistaxis include use of anticoagulants (such as warfarin (Coumadin),
heparin , enoxaparin (Lovenox), rivaroxaban (Xeralto), and apixaban (Eliquis)), use of antiplatelets
(such as ASA, clopidogrel (Plavix), and tricagrelor (Brilinta), and use of over-the-counter headache
relief medications. Therefore, it is essential to obtain a complete medical history.

J

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaégﬁ
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Exertional Heat Stroke
Adult & Pediatric

MT/ADVANCED EMT/PARAMEDIC STANDING ORDERS
Exertional Heat Stroke (EHS) is a unique and emergent hyperthermic condition that
occurs in individuals performing intense physical activity, typically not limited to warm
environments.

INDICATION
Consider EHS in any intensely-exercising athlete, laborer, fire, police or EMS
personnel with altered mental status.

PROTOCOL
1. Perform rapid routine assessment (<5 minutes). Assess for other causes of
AMS, including but not limited to hypoxia, hypoglycemia, inadequate perfusion,
head injury or seizure.
Consider EHS in any intensely-exercising athlete, laborer, fire, police or EMS
personnel with altered mental status.
If EHS has been confirmed and appropriate cooling has been initiated by an
appropriate onsite medical team, athletic trainer, coach, or instructor, DO NOT
interrupt cooling for assessment or transport.
If care has not been initiated and EHS is suspected, immediately perform a
rectal temperature (Trec).
If Trec is at or above 40°C (104°F), initiate immediate rapid cooling to a
temperature less than 40°C within 30 minutes of collapse.
a. Best practice for cooling an EHS patient is whole-body cold water
immersion from the neck down.
b. Immersion in ice water-filled body bag or tarp may also yield acceptable
cooling rates.
Ice packs, fans, cold water dousing or shower do not achieve acceptable
cooling rates. Rotating ice water towels covering as much of the body
surface area as possible should be considered a minimum cooling modality
enroute.
Discontinue cooling at 39°C (102°F). If a Trec is not available, cooling should
not be interrupted or delayed in cases of suspected EHS. Cool for a minimum
of 20 minutes / clinical improvement if resources available on scene, or
transport with best available active cooling method (body bag with ice water or
rotating ice water-soaked towels).
7. Do not interrupt cooling for diarrhea, emesis, combativeness, or seizures. 1V/IM
medications are rarely needed.
8. Transport to closest receiving facility and notify that EHS is suspected.

: : : : : )
For events with medical personnel and cooling means on-site, the only appropriate standard is
to cool the EHS patient in place. Transportation of an EHS patient should only be done if it is
impossible to adequately cool the patient, or after adequate cooling has been verified by a rectal
temperature.
The only accurate or acceptable body temperature measurement in exercising individuals is a
rectal temperature (Trec).
EMS must ensure early pre-notification to hospitals if they will be receiving an inadequately-
cooled EHS patient, or suspect EHS in a scenario where treatment has not been initiated.

Vermont EMS has taken extreme caution_to ensure all information is accurate and in accordance with professional standarga
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified. 23




Hyperkalemia & Renal Failure

Adult 2.11

History Signs and Symptoms Differential

Kidney/renal failure

Hyperkalemia

Fistula, shunt or port

access

Dialysis

0 Any upcoming or

missed appointments

 Anemia

Weakness and/or fatigue CHF

Electrolyte imbalances Sepsis

Altered mental status Cardiac arrhythmia (other
Nausea and/or vomiting cause)

Hypotension Diabetic emergency
Bradycardia Toxicology

Seizure
Arrhythmia

A -A-8_-9_-95_98_2_-2

MT STANDING ORDERS- ADULT

1 Obtain and transmit 12-lead ECG. Repeat ECGs with any change in patient vitals and/or
presentation.
1 Routine patient care
1 Call for paramedic intercept, if available. If not available, call for AEMT intercept.
I Even if patient appears stable consider, call intercept early.

ADVANCED EMT STANDING ORDERS- ADULT

I Establish IV access.
T If SBP <90, administer NS in 250 mL bolus, evaluating lung sounds after each bolus, to

a maximum of 1000 mL. \
o Contact Medical Direction for additional dosing.

RAMEDIC STANDING ORDERS- ADULT

1 While cardiac monitoring, obtain serial 12-lead ECGs to compare QRS/T-wave
measurements.
9 If bradycardic, peaked T-waves, wide QRS (>0.12 sec), and/or absent p-waves, contact

Medical Direction to consider: .\
o Calcium gluconate 2,000 mg mixed in 50 mL NS or DsW IV/IO over }
51 1 Ominutes (preferred for patients with a pulse); may repeat dose
in 10 minutes, OR
Calcium chloride 5007 1 0 Onty mixed in 50 mL NS or DsW over 10 minutes; may
repeat dose in 10 minutes
Albuterol continuous 107 2 Omg nebulized
Sodium bicarbonate 50 mEq IV/IO, slow IV push over 5 minutes
A Flush line after calcium administration, or administer through second 1V site

necrosis and sloughing may occur. Administer slowly, taking great care to avoid extravasation

Calcium chloride is irritating to veins and must not be injected into tissues, since severe
L or accidental injection into perivascular tissues.

(PEARLS

1 Do not take blood pressure or start IVs in same extremity with fistula.

1 Consider hyperkalemia in patients with wide-complex bradycardia.

1 Hyperkalemia patients may deteriorate rapidly. Consider calling for ALS early and prepare

for cardiac arrest if bradycardia is present.
\- J

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standagbﬁz
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Hyperthermia (Environmental) 519
Adult & Pediatric '

MT STANDING ORDERS i ADULT & PEDIATRIC

 Routine Patient Care.

1 Consider exertional heat stroke in any intensely-exercising athlete, laborer, fire, police
or EMS personnel, etc. with altered mental status. See Exertional Heat Stroke
Protocol 2.10.

Move victim to a cool area and shield from the sun or any external heat source.

Remove as much clothing as is practical and loosen any restrictive garments.

If alert and oriented, give small sips of cool liquids.

Monitor and record vital signs and level of consciousness. If altered mental status,

check blood glucose level.

Determine patient® core temperature, if possible (rectal temperature preferred). If

thermometer not available, assume heat stroke if altered mental status present.

Diagnosis of hyperthermia is based on clinical signs.

If temperature is O40°C (104°F) or if altered mental status is present, begin active

cooling by:

0 Whole-body cold water immersion from the neck down. Note: Elderly patients are
less able to withstand sudden shocks, so begin with less aggressive cooling
measures like misting or cool wet cloths. When you reassess the patient, if there
is little or no improvement, use more aggressive measures

0 Continually misting the exposed skin with tepid water while fanning patient

0 Rotating ice water towels covering as much of the body surface area as possible

9 Discontinue active cooling if shivering occurs that cannot be managed by Paramedics
(see below) or temperature is < 38.9°C (102° F).

1 Call for Paramedic intercept, if available. If not available, call for AEMT intercept.

ADVANCED EMT STANDING ORDERS i ADULT

9 Establish IV access.
A 1 Administer 500 mL 0.9% NaCl room temperature or chilled IV fluid bolus for
dehydration even if vital signs are normal.

RAMEDIC STANDING ORDERS i ADULT
1 If uncontrolled shivering occurs during cooling:
0 Midazolam 2.5 mg IV/intranasal, may repeat once in 5 minutes, OR 5 mg IM may
repeat once in 10 minutes, OR
0 Lorazepam 1 mg IV, may repeat once in 5 minutes, OR 2 mg IM, may repeat
once in 10 minutes, OR
0 Diazepam 2 mg IV, may repeat once in 5 minutes
RAMEDIC STANDING ORDERS i PEDIATRIC
1 Administer 20 mL/kg 0.9% NaCl room temperature or chilled IV fluid bolus for
dehydration even if vital signs are normal.
1 If uncontrolled shivering occurs during cooling:
0 Midazolam 0.1 mg/kg IV (single maximum dose 1 mg), OR 0.2 mg/kg intranasal/
IM (5 mg/mL concentration is recommended for intranasal administration), OR
0 Lorazepam 0.1 mg/kg IV/IM (single maximum dose 1 mg), OR
0 Diazepam 0.2 mg/kg IV, OR 0.5 mg/kg PR (single maximum dose 2 mg IV, OR 4
mg PR)

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaﬁbﬁz3
in effect at the time of publication. These protocols, policies, or procedures MAY NOT BE altered or modified.




Hypothermia (Environmental)
Adult & Pediatric

2.13

Consider hypothermia if patient has a history of cold exposure, OR a disease that predisposes them to
hypothermia, AND patient® trunk feels cold on examination, OR core temperature is < 35°C (95°F). Hypothermia
can occur year round both indoors and outdoors, especially in frail, elderly and pediatric patients.

ALL PATIENTS

1 Routine Patient Care. Ensure scene safety.

9 Assess patient for signs of life and pulse carefully for a minimum of 60 seconds to confirm
respiratory arrest or cardiac arrest.
0 Rigor mortis, lividity, or fixed and dilated pupils are NOT signs of death in hypothermia.
Handle all hypothermic patients gently.
Move patient to a warm, sheltered environment.
Warm patient by:
0 Gently removing any and all wet or cold clothing or blankets, and dry patient.
O Place heat packs at neck, axilla and groin. Wrap packs in towels; do not place directly on skin.
0 Wrap patient in blankets, with emergency/space blanket as outer layer to help retain heat.

I warm ambulance to 24°C (75.2°F) if possible.

9 Classify hypothermia clinically on the basis of vital signs, level of consciousness, and intensity of
shivering. Core temperature, if available, provides additional information.

ALERT, RESPONSIVE PATIENTS / LOCALIZED INJURY

MT/ADVANCED EMT/PARAMEDIC STANDING ORDERS
Generalized Localized

Limit activity and movement of mildly I Expose affected area and remove any
hypothermic patients as much as possible jewelry or clothing.

while evacuating to a warm environment/ | Apply loose, dry sterile dressing to

shelter. affected area, placing gauze between
Obtain blood Glucose. Treat fingers/toes.

hypoglycemia as needed. (See Diabetic Continue gentle rewarming of patient (see
Emergencies (Hypoglycemia) Protocol next section), except do not warm affected
2.8A or 2.8P.) area.

Provide calorie replacement if alert and DO NOT:

able to swallow. O Apply heat or attempt to rewarm

Mildly hypothermic patients should not affected area

be allowed to stand or walk for 30 0 Rub affected area or break any blisters
minutes, while being kept as warm as 0 Submerge in hot water or in snow
possible with calorie replacement and
shelter.

ALTERED MENTAL STATUS, UNRESPONSIVE PATIENTS

MT STANDING ORDERS
9 Monitor pulse and breathing closely.
0 Basic airway support as needed.
0 Obtain 12-lead EKG.
Maintain patient in horizontal position.
Actively warm patient (see generalized guidance for warming instructions). \
Contact Medical Direction to determine appropriate destination facility. }

Call for Paramedic intercept, if available. If not available, call for AEMT intercept

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standag{f2
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Hypothermia (Environmental)
Adult & Pediatric

ALTERED MENTAL STATUS, UNRESPONSIVE PATIENTS (CONTINUED)

2.13

ADVANCED EMT STANDING ORDERS

' Administer warm IV 0.9%NaCl 40 - 42°C (104 7 107.6°F):
A O Adult: 500 mL bolus
0 Pediatric: 20 mL/kg bolus
0 May repeat bolus if MAP is < 65 mmHg; assess for fluid overload
1 Administer dextrose IV/10 if hypoglycemic.

RAMEDIC STANDING ORDERS

Provide airway management as required. With advanced airway, ventilate at half

standard rate.

Continuous cardiac monitoring:

0 Patients with MAP < 65 (SBP < 90 mmHG), ventricular arrhythmias, or cardiac
arrest should be transported directly to a center capable of providing
cardiopulmonary bypass (CPB) or extracorporeal membrane oxygenation (ECMO), if
feasible

PULSELESS PATIENTS T CARDIAC ARREST

T STANDING ORDERS
9 Assess for pulse and breathing for minimum of 60 seconds to confirm respiratory arrest
or cardiac arrest.
9 If pulse is absent, start CPR unless one of the following contraindications exist:

0 Obvious signs of irreversible death, chest wall is not compressible as whole body is
frozen solid, a valid DNR is provided, avalanche burial > 35 minutes and airway
packed with snow, or rescuers exhausted or in danger

0 Rigor mortis, lividity, or fixed and dilated pupils are NOT a contraindication to CPR in
hypothermia

AED/defibrillation:

0 If <30°C (90°F) in VT/VF or AED advises shock: one shock at maximum power

Warm 1 - 2°C or > 30°C prior to any additional shocks.

Continue resuscitation. TOR may not be considered until core temperature has been

rewarmed to 32°C (90°F) with no ROSC.

0 If necessary to accomplish evacuation, CPR may be delayed or performed
intermittently by alternating 5 minutes of CPR with 5 minutes without CPR during
evacuation

Initiate transport as soon as possible. Patients with MAP < 65 (SBP < 90 mmHG),

ventricular arrhythmias, or cardiac arrest should be transported directly to a center

capable of providing cardiopulmonary bypass (CPB) or extracorporeal membrane
oxygenation (ECMO), if feasible. Contact Medical Direction to determine appropriate

destination facility.

N

ADVANCED EMT/PARAMEDIC STANDING ORDERS
Provide airway management as required. With advanced airway, ventilate at half
standard rate.
Administer warm fluids.
Medications:
0 Follow Cardiac Arrest Protocol T_Adult 3.2A or i_Pediatric 3.2P for medication and
dosing guidance with following changes to frequency:
A Do not administer any vasoactive drugs (including epinephrine) until > 30°C
_ (90°F)
A From 30 - 35°C, increase dosing intervals to twice as long as normal

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standa%
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Hypothermia (Environmental)
Adult & Pediatric

2.13

s Ability ¢ . &
Approximate Core wi":zm“.;'“"":::‘ Classification

Clinical Presentation
Temperature methods

37°

o Nt
>35°C (95° ) 2 s

35° 32°C Mild
(95°-90° F)

Moderate

(PEARLS:

1 A hypothermic patient should be assessed for coexisting injuries or illnesses that may mimic or
conceal the signs and symptoms of hypothermia. The use of vital signs, mental status and
presence or absence of shivering may be unreliable if the patient has another condition that
coexists with hypothermia.

0 Many conditions such as hypoglycemia, alcohol intoxication and exhaustion can cause altered
mental status and can decrease or abolish shivering.

0 A heart rate higher than expected for a given level of hypothermia may be due to another cause
such as traumatic blood loss.

A rapid assessment of the patient& core temperature may be performed by placing a warm

ungloved hand against the skin of a patient® back, or chest. If the skin feels warm, hypothermia is

unlikely.

Due to the extremely low metabolic needs in severe hypothermia a heart rate of just a few beats

per minute is enough to provide adequate perfusion to vital organs.

0 Itis best to attempt to maintain this amount of cardiac activity rather than to start CPR and
cause ventricular fibrillation (VF).

Rough handling of hypothermic patients may cause cardiac arrhythmias, including VF

Hypothermic patients are often significantly dehydrated and may require repeat fluid boluses.

Owing to the decrease in cerebral oxygen requirements with cooling, survival without neurologic

impairment may be possible even when it is necessary to perform CPR for hours. Transportation to

CPB/ECMO capable facilities with continuing CPR may be justified if hypothermia is present or N

suspected. Contact destination hospital in advance to ensure availability of CPB/ECMO. &/

Patients with MAP < 65 (SBP < 90mmHg) or ventricular arrhythmias, or cardiac arrest should be

transported directly to a center capable of providing cardiopulmonary bypass (CPB) or

extracorporeal membrane oxygenation (ECMO) if feasible.

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standarﬂa
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Nausea/\Vomiting
Adult & Pediatric

MT STANDING ORDERS i ADULT & PEDIATRIC

Y Routine Patient Care.
E 9 Obtain and transmit 12-lead ECG, if available for patients O 4 0 .
9 Isopropyl alcohol i Allow patient to inhale vapor from isopropy! alcohol wipe 3 times
every 15 minutes as tolerated.

ADVANCED EMT STANDING ORDERS i ADULT
n 1 Consider Ondansetron 4 mg PO/ODT/IV/IM. May give IV solution by oral route.

9 Establish IV access if patient appears dehydrated.
1 Adult: Consider 500 mL 0.9% NacCl IV fluid bolus for dehydration.

0 May repeat 250 mL IV bolus if transport exceeds 15 minutes and patient& condition
has not improved.

1 Pediatric: Consider 20 mL/kg IV fluid bolus. May repeat once as needed.

RAMEDIC STANDING ORDERS 1T ADULT
Ondansetron 4 mg IV/IM OR

Prochlorperazine 517 1 Omg slow IV push over 11 2 minutes or 10 mg IM, OR

Metoclopramide 51 1 Omg slow IV push over 17 2 minutes, or 10 mg IM, OR

Droperidol 0.62571 1 . 2n§ slow IV push over 11 2 minutes or IM. Do not use in

patients with known or suspected QT interval prolongation > 450 msec.

O Monitor ECG for arrhythmias or QT prolongation

O If patient has prolonged QT may contact Medical Direction to consider
benzodiazepine

May repeat any of the above medications once after 10 minutes if nausea/vomiting

persists.

r For akathisia or dystonic reactions, administer diphenhydramine 257 5 Omg slow IV )

push over 17 2 minutes or 10 mg IM. Use lower doses of anti-emetics for elderly or

smaller patients. y

RAMEDIC STANDING ORDERS i PEDIATRIC
1 Ondansetron 2 mg ODT for patient 8m kg, 4 mg ODT patief216 kg,OR
1 Ondansetron 0.1 mg/kg IV (maximum single dose 4mg).

PARAMEDIC EXTENDED CARE ORDERS 7 ADULT & PEDIATRIC

9 For motion sickness: consider diphenhydramine:
0 Adult: 25 mg PO

0O Ages2i 5years: 6.25 mg PO
O Ages6i 11lyears: 12 .2 5ngPO

I Paramedic only: May repeat IM prochlorperazine or metoclopramide every 41 6
hours as needed.

f Nausea, vomiting and epigastric abdominal pain may be signs of acute coronary syndrome in adults.

S Consider obtaining and transmitting ECG, if available.

( PEARLS:

To reduce incidence of akathisia or dystonic reactions, administer prochlorperazine, metoclopramide or
droperidol slowly, over 11 2 minutes.

Consider other causes of nausea such as the following: cardiac, Gl bleeding, pregnancy, toxicologic,
diabetes.

Nausea/vomiting is a common finding associated with acute coronary syndrome. Consider obtaining 12-lead
ECG when appropriate.

Do not administer ondansetron or droperidol if patient has known, prolonged QT > 440 msec on ECG. )

Vermont EMS has taken extreme caution to ensure all information is accurate and in accordance with professional standaﬂjﬁz
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